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burin the, bat't _-detade -heatth,-manaower has
of. _- _ -,f

betore O-_ h
,

I ttue
-1i tea01§,Cbi0=i to Feklth science students Realizing that , ..!

the health manpower -Orablieni:-h-at many facets, students -_1)--pv_o resp_Ori-e&i,
_ ... -,.. ., .. ; , .. , ,...,

yl.:-.,eri-ga.g_ln-,gt, s!Ln an -49,ta§uattty-b,t6,-ad tpeCtrikei of activiti es ; S,tUdenIt;
4:11:079.,0 :15-i:01)iiii_Oiryer,dl-i--,--b-):-':,Offp.f- t;§, 'f_O)-_,'(e:_ii-iii$,--0: -0,4:1_40_.;-,Vori. an'd ;Career.
=.:---ir6-6_11TE'y =patterns, ix5-..tieibiLf) pit:o1601iS, (-,i--i ,triraiiii6i-1.ei- shortage areas

1 0i,arte --_recr,iatrilentOrg 4-,:attl, all' o ri roe n.t..-=_WII h_ , more effective
éffit _77rrio-4045, hèaUth dêhvêry--,-

As rb". k_ve r-s&ty, and ,nurriiie_rhea:1,th,
epce -.need for a conference

ttia would bring studnt r-P01- :Vet-lout health diciplines
=
togethQr

toexam,ne the health manppwer cris!s, to evaluate ._theitr past effilaAts
the area and todeveio iiiorë unified S_XO-te_ig--4e_ futy.re student

i ivity Tbe eonferhde wa unique in that it was dont-ehyed_,, pláTh
tied and adffil-M-'ti-ei-04i=;,4- =tiri:=-0-_zotti41;b1411='0'-i.4 gou of _ students whO

,-skerite: rie.__resources ::,of sthe, variou
j.heãlth _144=;pfe--,§,$11-6.rig- to the.__heelth

a _ower,_-,a_r eVe

_

Student. respQnsiblC fO! planning the conference agreed that
&alth itahboWer- r=thau,141,-ib=e -40f-hie-a -the:

robléi of health rofession
y one

hê -question
-efri-aerd fqr rneaningfirl health cárcae that best tftili±es the-

talents of the Var:Vaut health WOrkert', and that best serves th--uni_-610*-
4:1-6-46tis of diverse patiejit populations . With thi broad erspectivei
iJmind, students structured wbfkthOO -sessions to,:sirt:udy such top i

health professions edueãriOn, health delivery -systems, _dOe_eee.
and over -health care

êrsonnel, recruitment and viability of -theli-e-Attil-- team ;4015:road-hi tO
_health care.. ,

Lad_AL.-:8' Of:- THE T:C_O_NrERE,4CE::

-,.c-- ;-, , . __ .
--7-,1 the conrerence was deti gfied to -encourage maximutri "1-hVolyerrient-,_,..

-i-of
.,, .O_7

a_ th conference participant throug_ h small group di tcUsst on test iant
.u1 studentS);_ The goal'_-_ of the di scUSti On -groups __Were- -tw.O.'.'-fOl-ck-
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(F)* _to- foS--_tet" 60- tht-e:t0e.OfTeSt f-Oria I- -aWalteheS.:S- eilidrig-, _health.
_ .. . .

'SOte-hOe. -rstudents ,15t2i.1Slh--"§e- team -0,0000Oh- _in address si 01,7-___ -.

ie4-1-ifh.:_iii-ah-O-OWei -ptc)blefriS.;-

-tO m.
Oeyelop, _recomehOeti-ons ooriteeriltig.-heetth nianOwei=

=

;---. ;Monbert..;,bf the. :Student Advisory Committee to the ilt.irc au of '0161-th
'.----"-E---iManpower_E p' cOt' ,i50-'4 N at-' ib -a.l .histitutes of Health initiated thë --- :--'-.

idea of sponsoring. a cOnference on;health manpower. Each student
tOp,te_tettiOtote,,--on-,-",tfir ,,BtareAu. Adolsory. Committee was invited to appoint;

,-O-i-=studetvt_ --f roiii, his ,organization to serve .aS ,a '-.-tive-nrpe-T- on the pl a n ritn g-
committee to the_k.conge.renee4:- if ahlzatt '_ --. a. . _ .,-_

__
e''' If11O ,it..i ,7afiftrit ,committee II i5

. I :-;3.--
- . -

i-,_:'---

eri-K-,
-.--T621,1-4,._

mepi_,,:_ c

4 en Nil

PTAtank-
_ _

o_fIii 0 _-_-_,

--6:41':
--_-,,,-_-_

-61=-,-T-OTa nt_ Prn

SOC-10

SSP
dical -soo-eva
iarmaceuticãl Association

Medical A.ssociät ion _

ttonall
üdênt

:$144.41:::
fLént
tii den(

tudèiOteopathic

---Student Aftielt_ i, _O,_-O--_i, ,r am... -a. _pe_u l, .cia_ l 4o1ationwas designatedeSI§fieted to

tia:drrii--01_---Srte r the ,Ooffilf as dt--:, '0 't--_fie--,ire, initial.. __i'ffeetl-bi- ,.,0-16 :-OVah-fi Nig_ _-..-.--,-

6-Ommit, _e_ e--, itlem e_rt,--, decided _-tb-_ rci_a eh irep_rtet-Onta,tyciii- at the cob=
--- eteti-_ce, to _olt-rlilde:_ratleirttoriOL _§-,t0Obil.t, -Kea-It . tot40t" -not currently

-etvifIg-- on =the Bureau,k_ of ,--.171:ealth M-a-nOTO -Wee

i _

E-Ou--:t-.zatirroh dom
_l..

t t= ee The
folloWlig groups Were contacted du ftiegthe i) weeks prior to- the

---!-Ori f re re h de,--:'-' , : -:. -- - , --4 .

-----",-;.-i';-t---' 4-- - -,-Artier i Oh -ASSOZOia tilts-h, of --Iihd ifah- -PhyzSil---_e rafis
:-P_iffie-e_ii-tali -=Pcsii'tl.O'TtieaT,th,_-'6-it4-00--,Za_0or-ii.
--A-Socel-Oti---tiii--_-of _St1106-1=§: :6-f--:XL,11*d=:HO-6-11th,
-fNa_tii_b_hal t1301=--lt0a---!1-ealth,,..--o-i-_--_gool-tat,-1oli,_
:Ne'rt-16rial: =Chzi-,tatio,--Ho-a-Itha-Org-alii;2--atititi,-_

Wi:th- the exception of American Public Health ASsoci6tlonT there-:
_ _ _

f-ou-O_S---.w044e_ llot ee-OreSelite-ds_ on -it-hert,0160iii-h-§-,:doititili--tte-e to the -cOh.-,-__
rifee,eride,,:, 'ASi a. feSiiti of objections "italed_r-iby, these groups -duet=hg=____-
te conference, pdOnt -i.:OO_i=e_tetytet-i-Vos_ were Ifivited. tO Oat i-i di-Oate_=-

30 poSt=. cOhf_efetlde- .01---ahhihg_..Oommit,tee rrieO_tili-g-iS. ..-I-t _Wag agreed that
-_-0)-_-. the future, i=ntor'Of:§dli-Ol-Lhae_y ortojeci§=wquid i 0-OOtpitit-a- te- -rer5re
.i.Se-h_tail-Vet -from. -these or §ah-124t---_L-ofit from the -beginning -stage S of
_10-jed-t development. , . = '

A
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e Ol'anh tied- ineifibe_rS d teW from thèir Own= e5<oet-i
ofsSiteractiñg .an-0,-;:protaref-tv sc,11--,v17ng_-to_ deygl_op-,, a modei..for the
confêrCnce ructyrè As ,a small tntêrdisciphnary working group,

. t-h-e-t=1,1-ann,in§_ committee members were able _to,. ome sensitized to
they shared

fOS--tef -at'StrOn-§-; effort as the basis for _

thetCW-604n6=4440,OnSnk0i----

anhili-§:-Oottrafilttee, :Ole-0114_01'S decided that, by structuring the*
feteiii0ei '1;46 workshops, conference .,participants
coyi move beyond the 'tuLpielfift0ite1.

TOfFrittfOn wsth One 0,106-et- 'and; explore the potential -16f deyetoolh-g-
teinien_ on- ,pr.tibtem-

In order to :faCjIli tate 4 the idexeelLOPeriernt Of team effort and giop
ting, it Was,- -ag,r-ied= that s_gfrOp_p-10,97:0-0,,i-e-_-.001,-_cipo_s, -06_014

jted Student ei
1

-to-05t1t t workshop9:41i the
-i,

on, 1.arg:e'l_
s of

the =g-040-,A4,-_-_05--_:=_za; 406

as also agreed that resource Nee possesssn
exp7ets -1 se in the workshop issue areas offer valuable -a, s.s _ste
to.---147"ikOtk-ShOp_ arOs: _ShOU-Va be Tied : _ -7

A ifr)aii-dit-effikrtw_art e:heal-Th.,Or_ofe-ts als and_
utOr :f Off' both the public and rsVàtë setOr to är ipate

inthê --erence4-.

_7-

AP=

-,01 1_ cat" Ions wet& dtttf-.115:0ted tO- students the WO student -heal_th';',-
pt.O.kes-iOnal organizations. Within s,x weeks. over 6011 -applications
weie. l* A.. m, i tt, ed to the tat_i_Ona l Staff The planningOtairtng 6oritattee Stteen-eO,.thëapprications on the basis of Fire-tent intetettatird_Ott involve-
mèñtin -health Itiaripowet adtiVit_ret._ Two hurt ted _and, _f I- _t_y four students_ _,.., . : ----iiiieter-- Vi_ted zto-attendi,.

L-ANAI-At:1=S -OF COOIRENtt

The. conference was -held ii-ni--0_i_dago=-OhlMar---dh, :10-,,__ 11 and 1-2-._

The.-5.-g_Sudeh_t:,_-participants far Sur_OaSSed conference _organizers' -eii-_
OeMatiOnS in terms of ,:triove- =6_00-tifiet 4_, to-_-_ohe__OnOthe-r-==and_th'ei t:
dete.:_ritiiiied- efforts to fully explore_ diScutslion=_tolii=oso_ ;Students
woriOrd.-tO develop their _final- -statements and -recommendations -Tate
i ritOV.SaturdaY :--evening, foregoing -i the s-et, aside -- for relaxation and
emUSeriient. The -recommendation s- -they- developed -represent, :hoUrS- of .
'-intekSe diStuSsiOn duri-ng -Whi_th time the -iSt--_ueS Were thoroughly
ahalWed-,
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. _ _,

'isdetit, participants 4 werer-=[civerwhe: miligty _etittiikil'attid atiOtit
t op.-fes-Oe-eiondo: for leatrang..:Initi= growth oiat- the conference provided L-

--he*. !r,'ei; -erelie --iiik,cles*iittfe i-ie4,- students: tes tded_ thel
s, 1=ette0S4 their ,knowledge and understanding of_ the var i ous_
'tO'fets.(OAti iatt manpower 'ltiiet_,ani of fie-_viiie of-+

'ieh-655ebe toL ea ; :_ en,-eiked,:a out iii
most -. AL t-e0t:,__ e COnLerence, students- responded d'Latmott
unanimously ti W e:,OppOrtin-qy ifOr_interdisciplinary
interaction_ = interaction which -Liiii-ade-_-potti e; jt a eve-tOpMent of

=common -n-=recommendations 7 iiiaii ".--O We' i_464-. frti.i, -fufull
questionnaire- ; it en "h-ilt-_-_seC"ti:OnL:4,-

is litifiLO7tti]
651-1 erelide,,
atti tudes. and* me
most ie_ en
.these _ changed °attitudes; --:--'
-S.:0-c- Lre -A

.a i rnta. an reiniso
prosLedto i ntheir , respect.itv_

A n,i,---.ng:_ to .work --,or-§an_t-ti

itti010:-_-( of the

-stii-the
ang_IL TO -at

d unto various OrMs action.
n ,LeranO-L4part+400-n_t_t_L--- ropy
to Y1:4t-0_1*001 111,04

ttj-ti.011t*--
.70-Cal,:onf_eren_Cet for

cant_

Ati_ear- --mor

donferen,..-e =vs,
era= of 4reater_ -do=fo-pera

-government;_ --For --Many:LL-o;
Wei* fl-rtt ekertetide-0 ar_- - "
Because O"e' of the: co- operation.fon-.- and sup_

i-_,OugtiOut-- -the"_-enpilte-tirtidetti, ---eisperi-encewat
a re--enO ira§e_

being made federal Acentie$47:oolco1404 NatiOnat
I t i s

t at the__ ofthe era devetOped._
=

-Mar
he-'fLo era"
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T. he-_-COnferen"ce- -Staff -boci= 'p taiin i-ii=g-- 6i.moi-_ttee_ are i ntereted in
de teitiiiiiiln-§T ,par'-ic ip_ant re-40100. to the conference .--',0-1 taii_fi It

, this E.--fitiriri old-- and return, le-to,:the, re- litratilon _de-s=k-::before-i:leavi_n
on -Sunday; --Please: ic1-47C10,-_:-=t he---app=rop riate''--nui-Wet= -on----tho---sc-slit- -it L

'-- #1. _ _-----

1. 0 e- -654-1 e re tite etkeli 1_ undérstandingof_ the
of .6ei---414:4414-==f44af O iOninhéaLth tärC delivery?.

-3 - "5 6
uses 9 4 4

- - =

-_,----:
at ekuent ._-gre

-

sOhsês '661 59

not at all
- 5 6 7,

9 - 3 - 6 -1

3. Didthe_..4onferenee -dhange. -ydUe opinion regardiflg,the following
hêäith = 4:1 Es.it--1

1
sPonses

if, .:1 _,- _ 2 3 4 5 6 7
,.-g0Pti -6- 191. 34 -4;3 70 3- 1 = -0

opiAion much -higher opinion much lower

Allied Heal th, - - . .

V --'--.-- 2 - 3 4, 5 -6- 7
21'=--------_ 46 30 61 0:- 1 0

. Dentistry
..:

-

_I I



opinion much hi ghe.r

1

responses, 15

opinion much lower

Medicine

3 4 5 =,--- 6 7
42= 72 - 143 1 o

Nursing

2 3 4 5 6
responseS:31., 33- 45 53 0

DIptomet ry
,-

2 3 4 5 6
51 47' 1

IDttioDathy

retpontiST2

2 3 4
responses,- 54 25

`Pharmacy

2 4,

56 34 30

Pod(atry

1a 2 3---
#4

response054 6o 31 12

1

responteS 45

6

6
2

.responses_ --29

1

responset28

2

41

2
38

3

27

3

44

Pub 1_i c Heal th

4
58

Veterinary

4
42

5
0

6
1

7

4 Do you-think that the workshop activity of developing recommenda-
tions and mandates was a worthwhile exercise?

very worthwhile

1 3
44 30responses75

ii

not worthwhile

56

7
6 6 2



Did workshop discussion serve to increase your store of knowledge
(facts', data, concepts) in the area of the workshop topic?

-much increase

2 3
48 36

no increase

5 6
9 6 4

7

ere yOu able to increase your knowledge about other topit areas?

bud Phdrease

9.

no- increase

6 ---- 7-
16= 5

,* =

AS a .reSul-i,of thi-s__Meeting_have, you -become- familiar withand
interested - in _any ongoing projects- i n which you may partIti-pate

future?
I
I

yeS- 1, -06

-responses -157- 1-1-

What i_s your reaction to- the_ following saSpects of the con-_,.
-ferente -deS--i=g0?

a. ErtilihaSis on small group diScussion

favorable reaction unfavorable reaction

i . 2 4 6
S-15,§ht-e.5105 55

3
0 I

;-' b. EmphasiS on participation in single workshop group

favorable react ion unfaVorable react ion

1

sto:Pfiseg 67
2 3. 4 5 6 7
48 19 12 17 6 3

c. Lack of big name speakers

favorable reaction unfavorable reaction

1 2 3 4 5 6 7
spouses_ 75 42 16 27 3 3 6

,.. cl. Use of workshop facilitators

fav-citab le react ion unfavorable react ion
,

1 2 3 4 i5 -6 7
Ofi§e§ 70 54 21 13 2 6 7

i= i i



9, _What are your suggestions for thanges in__c-onference- strUttUre?
Most common responses (1) make conference- longer,-57 responses -(2) improve -system
for workshop shuffle-l7 responses _(3)- develop better advance Material- on work-
shop topicts-17 responses ihvite a _broader range of health i-nes=15
responses Oresponses(6_), improve
resource people-l1: responses l(7-) develop_ better :i,nterdis-dibl i.nary_ distribution
within workshops= ti responses increase involvement and resiretentat von
of minorities andwOmen=j0-_retpOntet (9) group ProcetttechniqUes-8 _responses

10: :0-6 you support the idea,,ofl hOHi,ng natronal nterchitcispl inary
dOnfereildet. On an annUal, bat-is?

§0000et
_

-4- 5
'responses 25 -P- 1 0 1-

What was the MOtt -valuable- aspect of the. ConferenCe?

Most -comMon' responses : opportunity of _veitard,I,di_oljriaiy iinteraction-1k7
responses -(-_-.2)- small -_workshop surUdture for noreW

knowledge-7 responses (A) use of group process _tii..ChniiqUet.,6 responses -
(5) ,Unifidat-i-On-of'mlnority students Into 3rdWortd taucus-,5- responses (6)
day& loomaii*, of reCoMitien:d ilOnt..._4 rset Pont-et,

What was the least ,Val.1(able aspect of -the conference?
Most commons_ responses : (1-) not 'enough: time-19 J responses _( 21) d i tsat sfi ed with
shuffle-l2-rcpnncec (3) eeCiltlet-e --pPeipj0 ) poor hotel faCtl
Heti-4 '(5,)- _insent-itivityof whites jeSbi=eSehtation5. (6) Friday
night soci:Att=5 (7)rpgrei-cfp_d tn single :worksho0- (r£3) i-ntuffidUent re_presena-
t ion of alt'health-related hotel too far from clowntoi-sin__Chi-tagor,4(10) use ci...,.fatilitAtor.'A--L1111---toluC: s-3 (12)
failure of adequately di-sseminated resolutions at the conference-2 (13) lack of
general. set_tionr-2

Name of delegate .(optional )

Conference proceeding will rind) ude background papers, recommenda-
tions and mandates and student project, description data Would
you be willing to pay $3.00 in order to receive a copy of con-
ference proceedings?

yes no .

responses 149 15

iv
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Retearch papers were developed by telett
student partiCipants prior to the Conference

as reference material fcir workt4hop di tcustions.
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HEALTH PROFESSION RECRUITMENT AND RETENTION
WITH CONSIbERATIONOF GENERAL, -MINORITY,

AND SEX BASEb- PROBLEMS

bennis B. Dove
University Of oirincinnati - College of Medicine

Student AMerican Medical Attoci.atibn

"Me-dr:Cal tare IIñ the Y. S, I 'More a' d0-1-166-ti-On
Of bit and
g_e at gapS, high -costs -0 and via:tAe-di --effort ,than an
=_ifite§Trateel--Sy-tte-ritln- Wh.rehs--need-t- and efforts are

e aboVe:-clottirtiehtt Made by -the ,National_ Advisory Commission on-
HealFtlfr --1,4nOb-Wer in Ttf_ OroVided_a. succinct
deg:044ton, of the .riOn__=ty_ftein,-, s_y_tTteiii- of :health care -.464-i_Ver_y. 'which
terVe_S- the -'peOpl-re of One of the tithe-St dblint_rlet of the -World- :Thlf--
cohtehtlOn Perti-t-tf- despite the f-aet, that were spendin_g far more
on health dare than ever 1.61-Ore, -Corite-rVatriVe .estimates indicate
thatln1971 _app_rOXIMately 9% of Our GrOtt.;N-ati_ohal: P)-

e- -1;11 lion was -related tä -health_ _expenclituret

the ent yeart t.i-nee tele-0e of -the -CoMini-ets i s_ _report we
ti6V-6.-SUdeettfUlly drowned 'our-se-Ives -in the Clamor prod_ii_ce015-y_..;the
experts and non experts, by all the- -_clOrifereheret_ and Cern§ ret tef, and-
by -all the workshop t and papert which have atemptéd to examine the
probl-lemt Inherent- in Our -non -tyttem _=and- t6 :ProvIde viable 01 utiOnt-:.
But:ral as even after the expenditul-e- of -innumerable -Man. and woman hours,
and even after an impressive ,f-r1 hanei al outlay; the enadinient of

solutions continue to -elude uf, and we -continue to,. expend- our
efforts redOnvincing each _other of the exi=stence of the probleitr, and -

Of the worthiness of suggested approaches for its al 1 eV-i-aci On.

Thus it is with some temeri,ty and sobriety that we should approach
this Student conference on heal th manpower. Temerity because it may
be a characteristic of our youth in venturing into areas which have
beek-welwell trampled as described above, tobrlety expressed in the knoW-_,
ledge that we are in the,- dawn of our profettional llves and perforce
mutt_ choose whether we accept the patterns of the pat with al l their
obvious and not so obvious limitations or define new patterns and new
direetiOht. It 's My hope that the majority Of participants present .

at this conferent ubtcribe to the latter concept and with this in
miwMlcontinue with an examination of one of the more important
aspedts of the current cristt.
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Heal th Professions Red:rat tient, and Retention _General Considerations:

iii the beg_ihni-hg__-of any: discussion of a topic it is useful
provide a definition of _terMS, thi_S- would Seem to be most appropriate
=here since _10 the past few- years -the-!terrn -retrultmeht when appliedj to
40-41th professions has _taken on added significance It is now _proper
to use it only when coupled to the word -retention as is _done in this
dOhferende,. One definition provided by workshop participants at
1971_ AMA.- sponsored Congress on -Health_ Manpower may be partioutarl-y-

"Recruitment -i,nto health careers is a continuous process
embracing. : general _public in-

formation _ tFie-,eCtudattatial,aha----emplOyffierit .-opportunities_
in the health_ fT6444 individuals to choose
health careers, (3) identifying -interested

these(1) continuous efforts with :, individuals
andt_151:76de 'them `i educational programs and jobs and, (5)
continuous efforts to retaTti,'Tifitb.edu-o-etiOnOT_,o,rogreins- and
in health careers those who have been

lhherent i thiS ohdept that_ _itettuttent__,_070-
Sel-s_ multi-faceted : atid.-mbSt :importantly --dOeS not -_end when the sn

:0=-0 dual So ssba traôted éntérs , the -educat ti,tuti Ohs Recruit-
ment continues in the ,form Of efforts to minimize the individual's exit

;if-it:OM the edudatiOnal pathway.

-Redruitment to-the he-aft-h-fi eid _as defihed- 61360 and- aS -we khow, i t_ _ _

_a _haphaZard process, frequehtly-:b_ased--oh emotion only This often
results in the placement of trainees anC-_-later ientering -workers with
,interests and aptitudes _poorly matched to job reilulremehtS. Too fre-
uent1y also there Ts a- serious lack of uniformity of dredehti,al-s-

,fi:edeSSary for employment in -various fields ahstr,do-Upl=ed-w-ith= this
there is frequent inappropriateness Of the -requirements for these--
credentials But despite this knowledge, we continue to actively recruit:
_0(itOSPettive health team members into a- burgeoning bewildering -array:
Of-health professions:. *

An extensive- series of reports and special studies ih recent years
have projected shortages of health- care personnel, especial lyphySi_d Lens-,

sts and nurses (3-.4); and pronouncements have -b_een made that =to,
day the United States needs about 50,0_00- more physicians, "-a couple
hundred thousand more nurses" and almost 150,000 more technicians"
(5) At -the same time it should be noted that civilian employment is

projected, to _grow from roughly 80- million in 1968s to 99 million 'by-
1980 or by 24%,,while health occupations are expected to show growth
rates exceeding the _average for the ecOnOmy.. (The largest increase
are expected in the "a1-1 ied health" group and the smallest increases
expected for physicians, -registered nurses and dentists). (6) Some-
observers however dispute the existence of a current Or impending
Shbrtage. They argue that the real problem i-s the maldi Stributicin- and
inefficient use Of personnel. They support this position with the

.
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far4.,t_that the ratio of doctor and- dehtitts b other (hew and es-
tablished) -health .workers is :rapidly increasing However when one
eXlarriineS the uneven geographic distribution of personnel, the long
waiting 110-et for emergen5y services and hbSOital-C1j-Tni-Cs, and the
fact that 15% of all phySibiant in the U.S_. are--gra_dOateS of foreign

schools, there is no other conclusion possible but that
-indeed there -does exist an acute shortage of major health- personnel

Ohe Of the major probl-eMS- ih a-sSett-ihg_ this shortage is that _64r
knowledge of it has laggedjar behind deVe-TOpMerit. It is almost
aS,,_though we are looking_ at-health Manpower _f-Or, the first time and
discovering thait fully 85% Of the -_wOr'ket- in this industry are in the E-
6113.41Ered-healith-OCauPati..-Orit_--ategbry,: But the fact remains that we ---
know; much more _abOUt the 1-0 than _about the 85%,. -and' it becomes ini

Per_atille_that we de):teTOPa sound and -contihUTrig, data base (See refer-
éês 48- for :aVaaabl'e, data 6fT allied health occui5atioris)

Anotheri .pro_blein whichfurther .comp1.1cates our atsestments_of the
ëutê tiro r-t age_ and t 0 reuitñient ?3 ,p_b_te_nt tat ,solution,-_
ithat of héalthprofêsionã1 educãton h-&le,0 _education

_pf6f-ettl_ofi are but only .sampling -Of the inadequacies
thT'S.-cb_iihtr,:y... -Higher -education has .be-e-n

-a-_=-_-CPfitThLiOLitrrra-p-T:cf.-_grOWth,-_-tegfiient of ithe natl.-sop. for more than
iii:rees..teritUrTet_. 'DUrifig, that -tiTrije ;Fi--a-S. -ei-l-pe-ri_eri-Ciett steady_ ehr_O-11_-_--,--
triefit -increases at a_ rate fáter than the expansion of American sociey
iñgeneràI OVe_14. -the past century in __part-tittitat -enrolments in h,hêr
education have doubled regularly -_Schools of-
th-56),,hearth- profession have most =.b-e-eh a part of this _t_reh,ct.

_ _ _r,e r rently-inov ung_= out of a per vod. ConStrudt ton_ and:
-iMproVetivetit grants to-health--,prOfeSSIOnal_ Sehbol-s have_ been at
ti_me, retbrdihir_gh.,

The Association of Ariiericran- Medical Colleges reports l8 medical
sthôôjs with ,6 total .entôl1ment of 4-4:6_00tUdentS, as -oPpoSed; to 86-
sdhoolS in 1960 w-i-theah enrollment of 30,-000 Student-S._ Thi-tr enroll-
mëjt i titre-ate is i_hd-itatTve_not-_Only_ of the openiTng,,of new schools,
but ,-- also of the expansion Of .class sie at most _other-S. (10) There
haS5-been a- tonCOM-i_tant7a-EC'e-tle7gted- ThCreate in dental ,school places
ik,fetent years ancTestimateS provided by the _on -Dental Ed=
,p_CatTbn- of the American Dental As_tot-iatrOn- project an ThereaSe_ from
L,1+-30 dental -school entrants in 1_970'71 to 5;40.0 in 1-980=-81, -(.11-)
Siffittar data for the 'nursing profession reveals that "while the number
Of ,emplOyed registered nurses has grown ,at a faster rate than the
general population_for the past' 5 years, a smaller ipercentage of high
§-00:01 graduates have selected nursing as a Career". (12) -Without any
further elaboration on the data for ritirS-ilg- above, we should use it
to-StiMulate the need for a word of caution. I-hdreased manpower -pro=i
duCtiton has been highly touted as an effective means of relieving -OUi--
"aa-Ute thOrtage", and so far this increase has proteeded as a result
Of--.0 direct linkage to the federal mOnetarypi_peline. But this pipe-,-
1-1416--haS produced at best an erratic supply and is apparently showing
signs of _becibMi_hg even more erratic. What next?
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In a Sirrii-tat veiri;_ _what about our predleti_onS Of future enroll-
ments The Carnegie Commission Report "New Students and New =Places"

cautions u-S_it-O be Skeptical of our predictions and to become
,aware of the Many prevail in_g uncertainties eg. Financial stringency:

there be new places Created- for the additional proSpettive__S_tudent?
.

Labor market -,conditions : -What will happen when the labor ñiarkét no
longer gel-le-rally absorbs college graduate §_ -et the level of training
they have air-7:664y äcuñng in some cl§? __ The
Cultural Revolution : many_ young people now seek vocations outside -.-the
Horatio Alger syndrome than ever -before, The birth _ rate; what will
be the effects of lzero population : growth? .Public Policy now {eeat
ing its support for -hi-ghee 6-duCa:tiOn ; The New -Educational Technology:
Oft _Ware' and hard ware which can permit .eVe-ey living room to become

However, at least for the ,present, OUrt__.predi:CtIOOS_-are fu.11filled.
The number of persons in the college age _group a-004614y enrolled in
higher educational institutions is -show4n-g, signs of ,pilate4Lang at

Total enrollment for 197.:041 -showedl.' an increase of 4/0_,_ while
total graduate i eottefi:0- t increased by 5%. In the undergraduate

,wKiAe:10604-Agii:Oowea,_ the 1:arget_t_ dip in ehrotirtient,_ social
JWOrk, nursingl and biological SCreildeS _recorded the _greatest increases.

At the same = time medical =reported = -0- _record 35A00 applicants
competing for 13,000 50600= next year's =feet-106n, class. Within
this -group__ of -013:0-1Jitakt§': there_ has 15eeh-_ asub -§-*arletali, increase in
M.A. and -Ph-ZO._ degree holders, as as persons who -entered efgl-neer-

after:gitaduatibn- frOm-_coll=egei___Oner -§Chool.;_ the -University
of -Southern 'Ca _reports '5% M.A. and Ph.D. applicants compared

= to zero two years1ago. No bUrgeofil=ng_-Of interest has 'beeh-_
---,_-,évidenced in dental and _611-1d health schools._

I t 1 thus evi,dent that new 1-igrittlefil=.-S Ore arready begi-nni-ng! tO
-.lake shape within-, our =enrollment Patter=f-S,_ However, our :ability- to
=COO wi:th . these_ is -inexplicably connected to our abi illy to restructure
the educational process eeratet to t i.filng our iany
different types of tiearth- professionals ; There are many questions
related tO this restructuring which require answers and I shall Merle] y
pose a _few Of them here,_ leaving the answer S to the _Conference

(1) Can quality nursing education .continue to flOurih while
the internecine tanhil4a11-SM_donti-nUes-_ within its ranks and thereby_
perpetuates the existence of-three_mutually exclusive types of training
:programs? (2) Can -dental SthOol-S continue thefr elitist training=
_programs which train only dental students and cast off their assistants
and dental hygeniSts to be trained at proprietary- schools away from
the parent University? (3) Can pharmacists successfully overcome
professional group hostility and .estabfiSh themselves as direct pãrtici-
pants in patient care as opposed to their current role as mere
atory Observers? (4) Can medical schools become responsive- to the

individual human -needs of their students and PerMit them the freedom,
with guidance, to plot and define their pathways without having to
-subscribe to the "herd", concept of medical edUtatiOn?- Onl=y when_ we_
:have answers to these and to the other questions regarding relevancy



of t--alni.rig,_tro community expedtanci-es-and needs can we begin n to
clearly define possible _alternatives to which al I heal th professionals
and 'Students -Could subscribe. Maybe then we could have recruitment
programs related to broadly based health career tra-i ni n_g programs
with education based On a- "core" experirente._( 1 Specific career
choice and specialty tralning would be delayed until the student
knows E: what he ic§ _choosing and the teachers _know enough about the
students ifitereSt-S_'-anti 4ittitudeS to counel wisely_. -We could also
hopTe2-,that these -training programs be -based upon specific curricular
obje.dtiveS which are ,planned to effectively bui ldupon exlsting ski H
_andloowledge _and thereby: aVol-d-:Unned-OsSary repetisti on.

Healith -Professions ,Recruitment and Retention-Considerations of
1i.bOriityGrbti RS

,
exceedingly rthre, today istY -review any,publ ication -wh Leh,

p re:Se:tits: information re-gardi.nghealth,,;(parti'dOlarl y health manpower
trainng) and not some ireference if not an entire article,
devoted --11oWeVer4. to also _

that the majority of thOse:=:_refererideS are- specific i to medicine This
ft4 4i;§ not too, -yne4edt-eii for if one were ,t0= trace the Involvement
of 'ithe non minority it
would become immediately apparent that the -AS-sot:A-at:ion of American
Med,l --CO-1:1-eges arrIve&-fiIrt_t on the -Scene to -corner the market of
avãiiãblé funds This Ass-baati=o-n- then presumed _address tSel-f
to the-_probleft of ttilhOrtt-re, in all -Of the health- iprofeSsiOns. The-
thOtight has been expressed by some that this and _subsequent_ events
haV-ezirepreSented the "coming _ of age"--zof the till-hal-41,y in the health

:;Fhdéed, it haS beeri1ã oming_ Of e_ge_, or it Otturred at the
saMe-',--__time- that the called rriirori:ty peoples of thi s country *gar"
to =C-63-t- -Off theshatkl_es that had been (5-1 aced on them for centuries
by =Okir genettcally inferior pale skin brotherS. However despite thi=S-
aririOUnced- "tOrni ng:" of four .years duration fun' real Vtatiloh -of its
potent-lel- has not yet -been- attained and we must _perforce struggle
through,_ many personal campaigns in order to carve out relatively
sma1l gains Much- data has been brandished concerning minority re-
pre-Ontat ion an .hi-gher education and without some detailed analysis,
one--,:dan be pardoned -for -reaching the concl us-i-on that the- friends of
increased minority_reOreentati on should declare a Victbry. But this
woutd- be nothing other than a ho) 1.6w vi &tory.

-A study performed by the U.S._ Off i-ce- of Education in collaboration
with the Off i de Of Civil Right reported the data shown if) Table I

( 11)_ _for minority enrollment for the academic year 1970-71.

A doinbari tiOn wi th similar data, specific for medical school s
( 15-) reveals that in _1968-69 9.1% Of all- students (undergraduates-
graduates) enrol led in insti tutions of hi gher' education belonged to
minority groups, whereas only 3.5% of the total medical school classes
were .§O classified. Data for_ the academic year 1970-71 further
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reveals a 10.1%-Minority enrollment 40t only 5.7% medial school
enr4A4Ment, Similar data for 1910'71 _reveals that minority enrollment

in schools of law and dentistry were 5.a% and 5-.3% respectively
(16 while Mi-ncirFty students ttimpoted-7.4% Of al 1 graduate and
profOtional,Studentt,

P_itelimiflary_data for 1_971=72 indicate a_5% increase in-total
graduate and professional enrol lme'it with minority ttudentS. showing
--6 30% increase within this rojping AAMt_date for medical schools
hhOdate an (total) enrollment of 7,05%--Minority-ttudentt.

Basic assumptions indicate a 6% medical -career interest
among Black totro_§-0frehrrieh_ at compared to L6% for non minority
college freshmen; a of -a. minority -college freshman
interested in 0,MedFOI ,career edtuaAly:4000Miing._ri-applicant to
medical school ,OS,'46:004roiLto_ 35% probability for non minority
students; and -O:40 probability of ;a phnorftY, 401j tent ,46i ng accept-
ed ft0001 4060t :e,,,a(*iWecti to a 5% probability for 'hiS__ndsn

,minority icounterpart. ,
*Wtiles-ai.04-&104VookeRi in mind, _ an

_anaUSFt- Of the previous data thOUJd lay to _test any -misconceptions
currently held in regard 7 to-,the._aVaiEVabill,ty of an adequate -0661 of
"qqal-IYUied": Minority aohicaritt, to health professions schools.

with most underteklhgt-of-thfs kind, the campaign to increase
ininority

.=_ _

,rePretentati'On--haS:hati_fnany-behef,t,ci-al spin offs, the
majority of which appear to have more direct implications for the
non minority student. These in -theMtelves:iliey-have been
the factors which gubrehteed, the limited success achieved to date.
The 3 isgn -Ft-SOU has other :significance for this interdisciplinary
student conference for it did indeed -receive its initial impetus and
.direction from a similiar interdisciplinary student group Operating
urider:-the aegis of the now defunct Student Health -OrganiszatiOns. 0-7y

The spin offs referred to are as bountiful as they are me-aning-
ful, First, d'etpite the fact that the struggle was initially engaged
on the turf of medical schools, it did not remain there for long,
for the injustices-which necessitated its being were apparent in al I
schoOls of the health profetsions. Next, one could not address
oneself to the idea of increased minority representation without
thoroughly examining the entire process of admission to these insti-
tutiOns. This examination includes the factors preceed.ng ad-

, mistion i.e. recruitment, the admission process itself, and finally
the consequences of admissions i.e. retention and eventual graduation.
Because of this we can now point to changes in admission criteria
used for all students in which the "human aspect" of the application
has begun to receive a status equal to the coldly statistical aspects.

Retention itself has been redefined, changing from the negative
concept of being measured as att ition rate, to the inherently more
positive concept of doing all possible to maintain a student in the
educational pathway of this choice. This in httelf should do much
to reduce- to a theoretical zero the absymal rates reported for
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Severe' T_OtOfetsions For example, of every 150 students who enter`,
American colleges -, 40 fail -to graduate (18); of every 100 nursing
Students who enter coltegiatesdhoots of nursing in this country,
44 fail to graduate- (19); of every 100 students who enter the ad,-
credited AMerican law schools; 43- fail_to graduate (20); while for
.every taft entering medical Students only 1. fail to graduate. (21)
Ihe data for dental students it assumed to b_e similar to-that for
medical _schools, assuggesied by figures by Parkin. (22),

Nelton et at in- a- task force report produted for the Astociet
t4On Of American Medical -Colleges related to minority representation
T,M.medidat schools defined an "Educat-ional Pathway Analysis Systems"
approach- for analyzing the educatiOnal pathway leading tothe attai=h-
Ment of the professional -degree. (21), Inthisanalysit (Appendix
the qOlditprocess for Medtdal =edddat1ohal is
efineated intothe various stegeS throUghmhUch a student utualTy

,Ops-Ste in-bedOMInge The-trentiti-On'froM-One stage to
ano_ther._ i =s then investigated_ to determine the reasons for ttitent
eil=t_-troM the dducatTohal-oathway, "AdtiOnEteMentS" defined-as
indiVtduats, -organtattonsandinstitutlOns- which have a responsibil i ty
f* Or an interest in the edutatTonal prOcets are shown- together
WTth the Man adtiOnt-eedhAroup an take th-reSpOnte to spedifid
reasons for student-exit fromrthe pathway. Through this a_pProadh-
janY of the .professions r-e-peesented at this conference (or any other

that matter) could tOndudt an evetUatibh of its edUdatonal
_process, and by Identi1"yIng its specific exit point§ could begin to
deVelop-date under each-action element to neutralize this exit factbr.

As an example of how this system works, let us take the recent
announcement by the Ford Foundation that it plans to devote 75% of
its budget for higher education over the next 6 years ($100 million)
toto= promoting an expansion of minority opportunity in colleges and
Universities by increasing scholarships and fellowships support and
through developmental grants to the black colleges. Putting thiS
under the appropriate action element Foundations on Appendix I, we
_den see how this would have a direct effect of minimizing the chances
that a student will exit form the educational flow particularly at -

Stages 11 and III. In similar fashion we may also plot the commit-
ment made by the Sloan Foundation to expend the majority of its
resources for e five year period to secure minority interests in the
field of medicine as well as the previous and continuing commitments
of the Josiah Macy Foundation and the National Fund for Medical
Education in this regard.

Under the appropriate Action Elements we can also plot at the
earlieststages of the educational flow, the efforts such as the Na-
tional Medical Association's Project 75 (24) which, by establish-
ing contact with students, their parents and counselors as far back
as high school, hopes to achieve its goal of implementation of the
AAMC Task Force Report (25) of achieving a 12% nationwide enrollment
of minority students by 1975. Similar effort are also being
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conducted by components of the National Health Council, most notably
the I=ndiana Health Careers Association and. the Texas Health Careers
AsSOciation. The latter are more lotally oriented; their recruit-
ment -efforts are not limited exclusively to Minorities, and their
approach i s toward i nterdi sci pl i nary recruiting. There are many
other prograMs of these types, with several addressing the needs
of Sped fic minority groups., as well 1 as specific professions. The
AAMC published booklet entitled "33 Programs to Increase Educational
Opportunity for Minorities in, the Health ProfessionS" (26) is an
excellent source book i'n this regard.

bespite all of the token 'advantes del=i nested ,above, Enemy #1_
still ,persistS -ih -the form the pattern of institutional Racism
which: -more often than not currently supersedes and entOmpattes per=
too-el; e*pressi:On$, of raci:7sM; enemy rears- its ugly -head- in
mahiptaCe$ of our health_ institutions:. I t can be- _f_60-64 the__ offices

deans,- departiileht Chairmen,_ fatUlity__:meMber_S-,_and -even_ among
felfoikct tuderitt,-, :Iii--.-staii,-=fria-hiteSt it Self- 01-e: -for en of

iit063e ioWcii616-§i4et :000 ees_ -6h_ the i'solated' mkority- student,
or-:_:fat-,differenCes i n the grading of exam- !paper-s. :- i t i =s =even more
ObVTOUt-in- the -ditbUrtethent of finahaat assistance, or as the
failure to retrui-t-mi-ori=ty- fatuity and administrators It i t
mantfetted _at fearful curiosity when groups of more than 2-Or_ .

MiliOrity students are seen- "rapping- on-the Campus. But it is present- -

entlik must :be rooted- out.

Heilth,.-ProfestionS Recruitment and Retention COnSidei-ationt of
Sex Based =- Problems

n the patt "decade and a half, Americans have been forced to
accept several bitter experi-ences as -factt basit to their existence:

these have destroyed the sancti=ty of the Old- order of thirigt
6h-0.a-through much questioning and self exacta- nation we are beginning
to-,define a new order. Buts -let us not forget that a new order is
Merely the repretentatiOn of a realignment -:Of old fortet around a
new= ;equilibrium. Thus we thoUld perceive I-dentity
The-!WOMent Liberation Movement, The-Peace*Movenient and all such groups
as fordet- seeking definition of self and position within the new
realIgnment.

With a new order being created around us it would seem that it
would be a gross affront to our sensibilities to accept the fact
that women , who, comprise over 50% of the total population, and
comprise over 4/5 of all persons employed in health services, only
represent 7% of all physicians and 2% of all dentists. But maybe
as a nation we are immune to such things. We have condoned
bit our silence the equally visible data of a majority of Our low
level workers being minority persons with only an occasional onepretent in the higher levels.
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The problem which emerges is thus one which relates directly to

the representation of women in the upper level of health workers.

Our remarks which follow in this portion of the paper will be thus

directed specifically to medicine and to a lesser extent dentistry.

This however does not deny the fact that some problems to be di scuscl
for women in medicine are also applicable to women in other health

.careers. :'.egistered nurses provide a most worthy example. Present

data indicates a total of 1,200,000 RN's-in the country, but perhaps

as many as 500,000 are not employed in their professions, so that -

at any given time approximately I out of every 3 professional nurses

it inactive. The reasons for this are varied, with major ones being

conflicts between personal and professional roles-,/doupled with

inflexible scheduling, as well as al poor income grOWth rate compared

to other skilled female employees both within and without the health

ihdustry r

to- -the- sex- based recruiting-and'admistlops

for
medicine-ancrOtherHprofeSsiOnat_dirstiplineS is the -attitUdg

Tdit ih,tho-f-Utt impbri=Of theOld-fteyihg_that a woman's

the-shoMe, A recent study- -RadditffeAredUeteS'Who entered.

-6editine (27 )- describes the-Oldest of these- graduates els."stal_WartS

who were typified -by a singleness of purpose,_ a kind of dOggednesSj

o'r blind determinat-ion because Olt except one had no dOubts_ relatecF

(6-any _Potential problem areas-except a general worry Mk:kit finandet."

This study conti=nues td-State that-not-ontymehefinAncesa probtem-

.t0,thit tollege's gradUateS, =but also doubtt that were centered Fri-

ilk) other areas; the long term commitment required, and- the most

prevalent of ail, the combining Of meditishe- with-Marriage and- fami=l=y

responsibillties.

The latter constitutes an ongoing dilemma for some women and= it

fr_equehtly devetoOt to _critical proportions. 4tcording to available

research most women doCtors do marry '(m-Ore than- three quarters;

:Of these, more than one half_t0.'Other dOctors)-, do have children

and do devote long hours to the practide of medicine. Subjective-

e-V-Idehte provided,by Lopate in her_bOok "Women in Medicine" (28)

indicates that '2/3 of all women MU's had experiended one or more

situations deSignated OS-Critical during which they were seriously

tempted to withdraw from medicine. In the study of Radcliffe women,

these data were=again corroborated, and the most frequent problem

cited was difficulties revolving around marriage-career conflictti

Among the possible kinds of viable crisis resolution, the most

frequent action by the Radcliffe group and by other groups of women,

was to reduce career demands either by decreasing the number of hours

worked or by changing to a less time consuming specialty. Next in

frequency, was withdrawing temporarily from all medical activity and

then resuming the career when the difficulties were solved. The above

methods of crisis resolution have however until recently only been

viable primarily for women already in practice. The woman.still in

training was and with few exceptions (29) is still bound by in-

flexible schedules and unsatisfactory child care facilities as she
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attempts to progress in programs which were designed for the young
male who was either single or whcse wife provi-ded child care. Part
time internships and residencies have been made available only in
recent years,' the AMA House of Delegates authorizing such internships
in 1965, and residencies in 1969.

ri

To return to ,the problems specific to, recruitment of women,
would offer a feW Comments from a Report on physician Manpower on
Medical Education (30) which was adopted byz the June 1971 AMA House
Of Delegates..

is important- to -note that zwomen- ;doctors -tend to seleci.
areas of medicine zi-n -Shortages are par t i cu 1 aril acute..-

women= are-,f6Und'Ein =every-branch Of.snediti-ne; most:are-
iintere'Sted, In-_ptychratryi.!pedi:atrits-,- z:olistetrics--gynedology___
Internal-_medicifie health._ The AMA
believes the- eo!--it. -6-iineetrfOe----rboee,WortienphySizti-ens;-

ion) y r=emnant- s -- -of -, past: Mina-etc:in-:St remain. iEvery
i_n -Statei,-;and_ Canada now women

Claims --are --_Oddasibrialii_made--Of school=s- zadher-Ing;--tar
quotas on the-znumike-n_of -_women= adMiltted=, but :ihete= complaints±
cannot: be.-:sUbstantIated4 -Nationally-, the =r-at i-b- of -Women ad,_
Mi-tted -to -thOse _abotit equi-valent to male
enrollment -f,i-guret_idUri_ng: the Iatt dedade; Any discrepancies
general=1-_y -favor women, - r.

Many more _young= giYrls will need to be given a different set "of
goals for their adult lives. They =must be encouraged to pre-
pare themselves for medicine and to apply to Medical,schools._

Available data suggest that becaute of the multiple demands on=_
themarried .Woman phytician, average productivity of the female
doctor- it 10 to 30,. per cent lets than the male, and only Parti-
ally compensated ib.y the -females s 1 Onger, 1 ife expectancy:

Enthusiastic general support for -woMen.tin Medical schools i-s
greatly i nc; eased= and the &man& for more medical services
are less urgent."

The eloquence of the above statements in elucidating many specific
problem areas which need our immediate attention, is unrivaled in
recent communication. Data provided by independent researchers
funded by the National Institute of Mental Health (31) and that
compiled by the AAMC are merely ammunition with which to engage the
struggle.
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MINORITY ENROLLMENT 1970 - 71

Total It,Undettii=ad,

Year 2, 078, 376

Year 1,354,751

Year s-3- 896,565

,857-11-5
_ 5 ,1 0707

-dradiia te=
.--

Profittit:ma 1

Comb i'ned=
En rt.- is

_

Fa 1-1- 1970

Fall 1968

543,150

5,730,557
100%

5,354,653
100%

B 1 ack

Spanish
Surnamed Orienta'

American
Indian

171 9 53, 714 21,022 12,519

91,837 27;846 14,687 6,803

48,493 1-2,_928 10,046. 4,161

,44;137 8,808 4-,:118
35trti36 104 ;1370- .W,=5S3 21;661

22,302 6,297 9,662- 1,608

379,138 111,167 64,225 29, 269
6.6°4 1.9% 1.1% 0.5%

303,397 95,200 55,025 31,458
5.7% 1,87.; 1.0% 0.6%
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CONSUMER SELF-HEALTH: CONSUMER- COMMUNITY INVOLVEMENT
AND PROVIDER RESPONSIBILITY

Alan H. .Golden
University of Maryland

American Student Dental Association
,--;

Introduction

Before any presentation can begin, the topic to be discussed
must be defined and limited, especially one so broad as consumer
affairs. Yet the best way to present a brdad subject that is to
be-used as a spring board for discusion, not for a finite com-
mentary, should be tto apply as flexible a definition as possible,
allowing the discussion group to eliminate any extraneous matter
and take its own direction. By accepting this premise; there appears
a _set of questions that must be answered for any work on the sub-
jedt: (1) What can the consumer do to help keep himself in a state
of health?; (2) What is the health professional's role in helping
the consumer to keep healthy; and (3) What may the consumer and the
provider do to ether to accomplish the goal? Admittedly, the last
question is a most a universal--what any two groups can do to best
accomplish any goal is full cooperation with each other. But since
the ideal situation does not exist, means to approach full coopera-
tion may take many forms.

Keeping the questions in mind, we will go first into the past
history of the subject and work our way to the present, then look
at pertinent student work. In a sense it is looking at the etiology
and pathogenesisof the matter to point us to a "cure". We should
wind up with a further set of questions meant to spark workable
solutions.

Etiology and Pathogenesis

The awakening consumer giant is finding its way into many formerly
untouched facets of life, and health affairs seems to be one of its
latest discoveries. The consumer giant has served-to move the health
care institution from the private to its rightful place in the
public domain. Every person, as a consumer of health care services,
has an interest in its delivery, a role which indeed puts it in the
public arena.

Not so long ago, the consumer's role in health care did not
really exist. The consumer was an object. It only required that he
submit to treatment, whatever form it might have been. That was
in the days of total crisis -or "sick" - oriented health care, where
one only sought care in emergency situations. The consumer's role
was purely that of patient. It was assumed the patient acted only
in a passive role, following directions as ordered by the health
professional.
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Today, the whole concept of health care is changing to an
orientation'towards prevention and maintenance of health, in addition
to cure for the sick. "Cure" and,"sick" will always be with us,
ETit hopefully to an ever-decreasing degree as preventive health care
gains sufficient acceptance and practice.

It i s this new form of health care --prevent iom-that places much
of the burden of maintaining health on the patient-consumer. The
whole concept of consumer self-health is perhaps analagous to the
situation of a new car buyer. He, receives a warranty guaranteeing
hit automobile for a certain period of time, but it stipulates
that the owner must meet certain obligations of normal maintenance
in order to keep the warranty valid. In our case, the patient mutt
take care of himself in order thathis health services will be
effective.

But just as today's-picture =of health care is changing, so is
today's patient profile. Typically, today's patient has a higher
health I.Q. than his parents amd knows to look toward the health
establishment for care. With the practical elimination of many
epidemic diseases by public health measuret,the public awareness Is
now beginning to be focused on those diseases of a progressive or
chronic nature, hence the attitude shift toward preventive and
maintenance care to arrest the process. The patient's role in disease
states of this nature is one of active rather than the passive
participation that characterized the past. But with the increasing
health awareness comes confusion, too. The individual is under
constant bombardment of a commerical nature: non prescription drugs;
vitamins; do-it-yourself treatment; and the use of unqualified prac-
titioners, all increase the necessity of the professional to educate
the patient to its correct use.

While the previous description of the "health sophisticate" may
characterize some of the country's population, namely the middle
and upper classes, another segment of the population has a different
health profile. Our disadvantaged minoritiesinner-city and rural
residents are not so sophisticated, and can seldom find available
even adequate emergency care, much less preventive care. They are
forced to take what they can get, and usually enter the health care
market only on an emergency basis. This leaves the health profession-
al with two levels at which he must approach consumer self-health.
He must undertake the basic health education of the health under or
non-sophisticate, and he must foster further consumer participation
from the level of the relatively sophisticated. But these two levels
are not very far apart, and interlock at many points.

To begin, everyone must be brought to a certain level of basic
health knowledge, upon which attitudes toward health are formed. We
admittedly do have some people that have good health knowledge back-
grounds, how did they get that way? Education is the answer.
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The original consumer health education project began with manda-
torypublic education. An important part of the curriculum was
health education for the school children. Basic cleanliness and
peeSonal hygiene, protection against disease-inducing situations,
antrnutrition were among the first widely-taught subjects, things
now taken for granted by our health "sophisticate". Vision and hear-
ing" testing, and vaccination and immunization programs, as well as
provision for emergency care in the school became almost universal.
Litile of this had real, consumer involvement, except at the highest
adthinistrative levels. But it did bring that generation into a
relative familiarity with health' matters. When the basic knowledge
of health necessities has been gained, more complicated procedures
andpractices may be imparted to the patient-consumer, with the
trust, that he will "keep hiS 0-art of the bargain." The community
itSelf 'may help with this; anetherein lies the real goal--full
cooperation n-between health personnel and the consumer, both as
individuals or as a whole, morkihg together to help adhieve a state.
otfhealth for everyone. This is a prime example_ of the "bootstrap"
phenoMenon, where the consumer-ceMmunity actively works to-bring
its members to a higher health I.Q. so that it may be able to in-
volve itself in further Ventures to an even greater extent.

Although community involvement in health hasbeen broad and is
ever-increasing, little research has been done beyond that in' teach-
ing methods, public communication, and behavior and attitude chang-
ing. Most published works are of the "show- and -tell" variety, and
many of those. are so similar that a few summaries would suffice:
(1 _)= In order to reach the community-at-large with an of mes-
sage of health education, various well-known community personalities
or organizations are enlisted to voice their support for the measure.
In that way the community accepts the new information because it
comes with the endorsement of a familiar and trusted figure. (2) In
order to see that the needs and desires of the community-at-large
-are- represented, membership of this health planning group or that
health advisory body will consist partially of members of the lay
public. (3) Reciprocal. training is demonstrated or advocated.
Either you have the health professional or team enlisting and train-
ing members of the community to help them carry out their job, or
community figures instructing the health provider on special ways
of dealing with the community or its members. This last subject
has'been in considerable use of late with regard to the aforementioned

]health "non-sophisticate", particularly so with minority- groups
whose special problems, language barriers, poor education, and lack
of financial resources present barriers to the effectiveness of the
health professional.

I feel these activities have been true to some degree of all
health disciplines, although some more than others. The principles
are simple, and would need only minor change for any discipline to
use them. Where the most striking differences appear between dis-
ciplines is in the area of the development of new provider-patient
(consumer) relationships, with an eye towards preventive and mainte-
nance care and the character of the care itself.
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What does each discipline do to help the consumer-keep himself
healthy? i begin with dentistry only because I am most familiarwiih
it. I see dentistry as one of the disciplines that is almost
completely dependent on home care by the patient, save for public
health measures like water fluoridation. Think of the epidemic of
dental disease that would occur if everyone stopped brushing their
teeth. The thought is frightening in terms of dental caries and
periodontal disease. Both are progressive diseases, and quite
arrestable in their early phases by a combined program of profession-
al care and home care. But almost nofFITIT-F3Entist can do will
save the teeth of an individuals who cannot or will not practice
oral hygiene. The dentist's role then would consist of patching the
holes in the patient's teeth until they became so "bombed
out" that they had to be extracted or fell out of their own accord
through loss of the supporting structures.

Thus the dentist usually finds himself in the role of patient-
edUtator in order for his own work to have ahy'effect. Out of necessity
he-has had to develop methodologiesof consumer involvement to meet
hi-S needs. He works on the individual patient; the profession, in
conjunction with public health authorities and the community, works
theough the schools to teach the children good oral hygiene habits
at an early age meant to stay with them throughout life.

Prevention as a method of practice is making great inroads on
the bulk of dental practices, which still are "repair" oriented, but
are changing rapidly. There are even those dentists who base their
whole practice on the philosophy of preVention -- and guarantee
results if proper home care is followed.

Needless to say, medicine is in a state which roughly parallels
dentistry. Although they were somewhat quicker to realize the need
for preventive measures in medicine and institute beginnings, they
have progressed at a slower rate. Long ago the value of personal
hygiene, immunization, isolation of infection, and regular check-
ups were recognized. Beyond this, the basis for medical care has
yet to reall shift to a preventive stance. The medical profession
is stil too busy trying to catch up with the backlog of care needed to
be administered, as well as with advancing medical knowledge. It has yet
to make the major push to make available large-scale practical methods
that bring preventive medicine to the great mass of our population.

Nursing is a profession I comprehend as having twofold operation:
(1) assisting the physician in his care for the patient; and (2)
trying to help the patient help himself. The very nature of nursing
is not prevention.oriented, but it is education-oriented -helping the
sick patient care for himself.

Pharmacy is often overlooked in discussions on this subject,
because it doesn't occur to most people that the pharmacist "treats"
patients. But what isn't realized is that the pharmacist is an im-
portant link between the treatment service-rendering professional and the
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patient in that he is often called on to translate the prescribing
practitioner's orders to the patient's level of comprehension. He
also can provide a check and balance for health care, helping the
patient from honest or even intentional mistakes, by both other
professionals as well as by the patient himself.

Many of the allied health fields exist solely to help the patient
help himself: for instance the physical and speech therapist. Others
have no duties in the area except the performance of certain
tasks on and for the patient; for example, the radiologic technician
and the medical technologist; 1 think more insight into their utili-
zation as consumer-community involvement vehicles should be explored
by the group.

'I= am sorry to note that I have been unable to locate sufficient
information on the consumer- community activities of optometry,
podiatry and veterinary medicine to do them justice-. It is my feel-
ingthat group members-,from those fields can better enlighten us -,--
on the subject.

Student Activity:

If there seemed to be a scarcity of literature beyond the "show-
and-tell" type dealing with activities of the professions in-this
area, the amount of literature on student activities is close to
non-existent. It is a well-documented fact that a large portion of
the educational process of the student professional means limited
practice of the profession under supervision. Much of this is begun
with patient education. Techniques of patient education are a
solid part of the education, as well as material to be presented
itself.

On the other hand, actual field experience is somewhat limited
to students by the fact that they are just that--students, and are
not recognized as practicing professionals (outside school walls
unless supervised) by most State Practice Acts of the various pro-
fess -ions. Another obstacle to total student participation in ren-
dering care is the resistance of the consumer who feels that he
is receiving "second rate" care, a feeling seldom justified in light
of the supervision involved.

There are student projects all over the country, separate and
interdisciplinary, school-sponsored, profession-sponsored or student-
sponsored, and one of the aims of this Conference is to spread the
wealth of information gathered by the various participants in pro-
jects among all the student professionals, so they can better mount
their efforts, separate and together, in the future. But one con-
cern to all of the projects has been acceptance by the community.
What each group has found to gain that end is one of the important
items to be brought out for the benefit of all concerned, and should
be one of the major topics of discussion.
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REGULATIONS AND RESTRICTIONS AS HEALTH MANPOWER BARRIERS
A Discussion of Some Factors Involved

William J. Mangold, Jr.
University of Texas Medical School at San Antonio

Student American Medical Association

Rather than attempt the arduous task of analyzing requirements
of each state for licensure of various health professionals, the
purpose of this brief paper will be to consider two major points:
InCluded will be the question of licensure versus certification of
allied health professionals and the perhaps more universally emo-
tional issue of State versus National regulation of health profes-
sionals, includinglphysiians.

In the United States, statewide regulation of medical practice
was= established prior to 1800.in many of the States then in exis-
tence. Local and State medical societies had_been concerned with
the training and conduct of practitioners and had appealed to the
States for legal control over the increasing numbers of people in
di4 professions. They enforced standards early in the 19th century
and then relaxed their endeavors.

By the middle of the 19th century, standards of professional
competence were in need of reform and the authority to examine and
license was largely withdrawn from the medical societies. States
began to assume responsibility for regulating the professional as
a means of affording greater protection to the public.'

Thus, the question of regulation of health professionals has been
open to marked debate at intervals in the history of American health
care delivery. Prior to the Flexner repoft of the early 20th cen-
tury, all a physician need do was obtain his M.D. degree from any
one of approximately 155 then-existing medical schools, ranging from
the relatively good to the grossly imcompetent "diploma mill."
Furthermore, other health professions did not even require this
piece of paper in many instances. However, following Flexner's report
condemning the quality of education of physicians, there came an era
of stringent regulation of health professionals. This, of course,
served to limit manpower in the area, and has continued to do so up
until the present time, thus giving licensing boards of the various
professions virtualmonopoly over the health care delivery field. Now,
once again we see many people of this country returning to the
idea of limitation of regulation of some health professions. Argu-
ments proposed in support of this theory include the allegation that
proper health care could be delivered to all people in this country
if only everyone who wanted to practice a given health profession
could be granted a license to do so. This is countered by the proposi-
tion that such a move would result in more quantity, to be sure, but
far less quality.
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It will be one purpose of this paper and of the associated
di-scussion groups at the conference to analyze the logic behind
these two differing points of view, and any others considered, to
discuss the various ramifications of them, to consider views of the
conference participants, and to possibly arrive at some sort of
evaluation of the situation.

The second -major point to be discussed here involves the basic
question of States' rights involved with licensure of health pro-
fessionals within the respective states, as opposed to allowing some
licensing body- at a national level to decide on a professional's
qualifications, thus in essence allowing the health professional
to be licensed theoretically in any state, resulting in realization
of unlimited geographic mobility in his choice of practice area.

Basic introductory arguments against this approach include
the = aforementioned States' rights theory which maintains that each of
the states has the inviolate right to rule over' -the practice of
a given profession within its borders and that no national govern-
ment can force the State to allow practitioners-who the State does
not-desire. The further argument is put forth that no nationally
based board of this type could realistically be expected to be able
to efficiently administer this type of program and would not be able
to recognize and respect the individual needs of the local areas,
states, and even regions of.a country as large as the United States.

All determinations as to the relative worth of any given
approach to the above-stated problems must be tempered by a con-
sideration of the public interest. After all, it is that interest
which must ultimately be satisfied by any concludions reached by
legislative process in this country, at least in principle, if not
in faCt.

So, it is the task of this discussion group to consider some
of the problems, some of the suggested solutions, and their own
personal viewpoints, and to attempt to reach some accord as to
possible student activity on a meaningful level in the area. To-
ward this end, a few definitions are needed, which are as follows:

Accreditation - The process by which an agency or
organization evaluates and recognizes an institution or
program of study as meeting certain predetermined criteria
or standards.

Licensure - The process by which an agency of government
grants permission to persons to engage in a given profession
or occupation by certifying that those licensed have attained
the minimal degree of competency necessary to ensure that the .

public health, safety, and welfare will' be reasonably we!I
protected.
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Certification or Registration - The process by which
a nongovernmental agency or association grants recognition
to an individual who has met certain predetermined qualifica-
tions specified by that agency or association. Such qualifica-
tions may include: (a) graduation from an accredited or
approved program; (b) acceptable performance on a qualifying
examination or series of examination and /or (c) completion
of a given amount of work experience.2

Compulsory versus voluntary State licensing acts - the
nature of licensing statutes currently in force has been
classified as compulsory or voluntary according to the fol-
lowing definitions:

Compulsory - Only persons holding a license are permitted
to practice the occupation, and unlicensed persons are pro-
hibited from working in the field.

Voluntary - Only persons holding a license are authorized
to use a particular title or official designation; unlicensed
persons are not 'prohibited from working in this field but they
may not use the protexted title.

It should be noted that some laws and regulations in-
clude exceptions that may invalidate compulsory provisions.,

Proficiency and equivalency testing - has been recommended
in many quarters as a means of alleviating the critical shortage
of qualified health manpower. A recent state-of-the-art
study, sponsored by the National Institutes of Health, offered
the following definitions:

Equivalency testing refers to examinations used to equate
nonformal learning with learning achieved in academic courses
or training programs. Such tests may be designed to enable
colleges and universities to grant academic credit for off-
campus learning. The also may be used by employers or certify-
ing bodies to qualify individuals whose non-formal study and
on-the-job learning is deemed equivalent to that expected from
a formal program.

Proficiency testing refers to the measurement of an
individual's competency to perform at a certain job level -

a competency made up of knowledge and skills, and related to
the requirements of the specified job. Such testing is there-
fore not only a measure of the knowledge gained through didactic
instruction but also an assessment of job capabilities.4

With these definitions in mind, we shat' enumerate only a few
of the arguments, pro and con, considered by those active in this
area. However, we must realize that this paper will attempt only
to touch on a few arguments concerning only two of ['any issues in-
volved in the overall question of regulation of the health professions.
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The tendency in occupational licensing has been to move toward
compulsory licensing acts, thus prohibiting by statute the practice
of the particular occupation to anyone who is not properly licensed.
Medical practice legislation is typical of the compulsory licensing
statute. All states and the District of Columbia have enacted such
restrictive legislation, embodying the principle that no person may
practice the profession of medicine unless he has complied with
certain conditions and then applied for and received a license.
State regulation of chiropractors, dental hygienists, dentists,
opticians,' optometrists, osteopaths, pharmacists, podiatrists and
veterinarians is also mandatory.,

In favor of compulsory licensure is the proposition that such
a mechanism creates m ,status for a profession and its individual
members. Such a move .ereby attempts to define a minimal required
body of knowledge to be acquired by a licensee, thus' attempting
legislation of quality. This theoretically allows closer state
control of the effected profession.

Against compUlsory licensure of new allied health professions
is the initial realization that such people still operate under a
physician's liability in most cases, thus they are in the position
of receiving greater professional benefits without taking any added
risks of practice.

A critical factor in additional licensure legislation is that
such laws limit practic' :n the area to licensees, even though the
new professions' roles might be amply filled at present by doctors'
office nurses, dental assistants, and non-specialized R.N.'s. Thus,
where one assistant in an office might how be doing everything re-
quired by an M.D. or 0.0., for example, further licensure miaht
require that several specialists be hired, each performing one
specific task. Legislation to this effect has been a recent innova-
tion in California, and it is bitterly opposed by physicians in that
State. This present legislation requires several hundred hours of
classroom education for a nurse to be able to take a simple x-ray.
even though such functions have been responsibly carried out by less
formally trained office nurses for many "ears.

I am sure other arguments concerning this issue will come to
mind during the course of the discussion group. Additional view-
points and opinions should be considered, such as the statement
that, "One of-the greatest barriers to mobility and career advance-
ment, particularly for the allied health professions, is the lack
of recognition among the various disciplines Of training and
experience in related fields. Technological changes also intensify
problems of recruitwc-nt and retention. Recognition of equivalency
and proficiency would open new avenues of advancement and oppor-
tunities and would shorten the training time required by these in-
dividuals for the more highly skilled professions."°

Concerning the question of State versus National regulation of
professions, arguments become even more heated.
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The classical argument in favor of State regulation of pro-
fessions within its state, borders is the Constitutional right of
the.State to regulate intrastate activity; thus health professions
are included. So, it is argued that the State must have the pre-
rogative to decide whey Lan practice a health profesSion inside the
State. In this way, the State can insure that its interests are
being protected to the greatest extent possible. Coupling this with
the almost universal perception of centralized governmental regula-
tory bodies as being inefficient and often virtually unmanageable,
arguments in favor of continued state cont 3l over its professionals
remains strong.

However, there exists a widening movement to place licensure
of health professionals under control of national licensure pro,
visions. It is argued that this approach would increase effective-
ness of health care delivery by forcing everyone to'adhere to the
Same standards of quality, thus offering health care consumers the
same high quality of care all across the country. Also such national
14c-ensure would increase geographic mobility. At the present time,
for example, Florida and Hawaii do not give reciprocity for medi.cal
licensing by other states, and several additional states are most
stringent in their licensing requirements. National licensing
would abolish such restrictions. I personally believe this would
be a mistake, but other reasonable minds might differ.

It is argued that even with national*licensure, states should
retain some discretion in granting of licenses to practice. Al-
'though testing and certification that general licensure requirements
have been met could be done on the nationai level,discretion on the
part of the State would be advisable for determination of such matters
as the applicant's desirability and possession of such knowledge as
is necessary for practice in the particular State, including matters
pertaining to medical jurisprudence. Again, there is disagreement
among the "experts " so disagreement here is reasonable to expect.

The final point to be touched upon is that of internship re-
quirements. Most states today require at least one year of post-

. M.D. study before granting a license to practice medicine. Texas
is one exception, granting license upon completion of medical
school. Several states which have specifically required in their
medical practice acts that this year be a rotating internship have had
to modify or re-interpret these a since many specialty programs
no longer require internship and nce, in fact there will be no
more internships after. 1975. Ths the new M.D. or D.O. will go directly
into specialty training whether this is really the type of post-
graduate education he requires or not. Even the desirability of this
move is open to debate all through the medical field at present, so
it is no wonder that licensure laws are often unclear on the matter.
With medical schools pressing in many instances toward three-year
curricula, there are some who believe that a license to practice
medicine should not be granted until after completion of two or more
years of postgraduate training. Some have gone so far as to suggest
that no license be granted until completion of a formal residency
training program. There are obviously various arguments for and
against this theory.
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The above has been merely an attempt to stimulate discussion
in the general area of consideration of licensure and regulation
as barriers to health manpower. Only a few health professions
have been mentioned, only a few quotations have been cited, only
a few points concerning each issue have been emphasized. However,
I feel that this information should be sufficient to stimulate
discussion and to hopefully generate enough enthusiasm on the part
of the students involved to have them progess from here, either
reaching decisions here as to desirable projects, or leaving
the conference resolved to delve more deeply into the subject being
able to initially utilize the attached brief bibliography.

Already students are active in some parts of the country con-
cerning these issues. Students are testifying before State medical
society legislative committees, State legislatures, and Congressional
committees. It would be worthwhilefor someone to undertake to
prepare general educational programs on these topics for health
professionals and students. We are the members of the health care
team who will be most vitally affected by legislation and evolving
policy determinations in these areas. It is not too early to begin
educating ourselves, our peers, our faculties, and ultimately, our
lawmakers, as to our views on these matters which will have so profound
an effect on future careers in health care delivery in the United
States.
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HEALTH TEAM-ALTERNATIVE PRACTICE MODELS

Andrea 1-1; Kovalesky
University of San Francisco

National Student Nurses' Association

With all the trends towards change today, it is not surprising
that the health team has also been affected. Unlike some other
areas, however, the health team has no choice; it must change. Not
only have the advances in science and technology created such im-
possible amounts of knowledge for single individuals to attain, but
the health problems themselves have been altered. Where yesterday
doctors were combating infectious diseases, today there are the
results of air pollution and overcrowding. The diabetics and women
in childbirth who were saved with new treatments have now come back
to fill health care centers with their problems of aging. Good
health has been demanded as a right by so many citizens that persons
no longer wait until they are ill to seek it; thus, prevention has
become the cry of the consumer. The implications these changes have
for the health science student about to take his place on the team,
and various ways of meeting these changes shall be the focus of this
paper. However, prior to such a discussion it is first necessary
to understand what is meant by "team".

A simple definition is that of "a number of persons doing any-
thing conjointly". Its success depends on many factors. First,
since a team is composed of individuals, each member must utilize
to. the greatest extent his or her own capabilities and talents. The
individual's potential must be allowed to be reached through partici-
pation on the team. Secondly, since several to many individuals
form a team, their interactions must also be of the highest quality
for the greatest success. An atmosphere must be established to
promote the exchange of knowledge and ideas in such a way that the
presence of each individual can readily be felt by the other members.
Finally, the communication and co-operation resulting should aptly
meet the needs for which the team was initially inten4d. For the
health team, this means meeting the patient's needs as wholly as
possible while restoring or maintaining an optimum level of well-be-
ing. When duplication of services occur, or when one member per-
forms a function which detracts from his unique offering to the group,
thus causing inefficient use of his person, the possibilities of the
team's success are decreased.

The physician has long been held as the traditional "head" of
__the health team. However, as implied earlier, the knowledge needed
for-such a position has become immense. In the near future one
person might no longer be able to provide the services now expected
of him. What are the alternatives available, such that the physician
can be used for his special contribution to health while still pro-
viding the safest care for his clients?



-38-

Within the medical discipline itself one alternative is that of
group practice. Already well established by World War II, the ad-
vent of peace released a great number of military physician ,to whom
it gileatly appealed. Ideally, group practice refers to six to-ten
physicians who form a cooperative arrangement and are housed in a
single working unit. Patients can be referred to that member who
has best knowledge of a given pathology, or can be maintained by one
physician who uses the other members as consultants. This arrange-
ment has also been widely used in dentistry and veterinary medicine.
It allows each individdal to specialize in his own area without the
stress of being responsible for provisions of care made outside his
specialty. For the patient, this model means more complete and
qualified care.

Lately, however, group practice has taken on another dimension.
The "group" has changed from a number of physicians to a number of
various health personnel. A good example of this approach is demon-
strated by the New York Montifiore Medical Group. In the initial
project one hundred and fifty families were randomly selected from
the Health Insurance Plan to receive from a consolidated team the
services a general practitioner would normally provide. Each team
member made an initial assessment of the family's needs, then met
with the other group members to share this information. After this
sharing either one member who could best meet the needs of the family
was selected to do so, or several members would continue providing
care. The "team operates by dividing responsibility, delineating
individual roles and accepting each other's professional competence."2

The Montifiore program has produced much more thorough and com-
plete results than a general practitioner could ever provide. A

reason for this is the delegation of traditional medical functions
to paramedical personnel. Through such delegation the final medical
responsibility, formerly placed so heavily upon the physician, now
becomes a shared responsibility. Also, the physician has not given
up duties which only he could have provided; instead he now has more
time to perform his unique health functions. This transference has,
in the meantime, increased the potential of other health workers'
talent. Finally, since all health workers were placed on salary,
the economic motive which often tends to inhibit transfer of functions
was removed, creating an easier transition.

Another alternative is the better use of personnel who make
specific areas of health their profession. The pharmacist is a good
example. The'pharmacist possesses expert knowledge of drug usage, --
knowledge which is vital to the performance of the physician and other
health workers. The pharmacist is much better equipped than other health
team members to provide consultation on

this
aspect of drug utilization,

but-too often is not fully utilized in this role.

For those health professions in which roles are defined as re-
latively independent of the physician, such as optometry, pharmacy,
dentistry or veterinary medicine, this delegation of power is not as
important as to those who do rely more heavily on the physician's
role for defining their own. Because of this, more alternatives can
be seen in the latter as a result of change in the ohysician's role.



For instance, in the introduction of a joint report issued in
1969 it was stated:

The American Nurse Association and the American
Academy of Pediatrics recognize that collaborative
efforts are essential to increase the quality, avail-
ability and accessibility of child health care in the
United States. In order to meet the health care needs
of children, it is essential that the skills inherent
in the nursing and medical professions be uti ized, more
efficiently in the delivery of child health care.)

As a result, graduate nurses are specially trained to perform
physicial examinations and take medical histories of young children.
From standing medical orders the nurse can then take therapeutic
steps in handling her findings. A physician is always available
for consultation, and of course patients requiring his skills and
knowledge are referred to hirtt immediately.

Faith in the nurse's ability to take on some of the physician's func-
tions was established in "a study by the University of Kansas. From
local medical clinic, 66 chronic ambulatory patients were evaluated
as being "in a relatively stable phase of their illness'!.g They
were then divided into two equal groups, stratified according to
diagnosis, age, sex and race. One group continued coming to the
clinic and being treated as usual by physicians. The other group was
seen by clinical nurse specialists who, again from standing medical
orders and daily consultations, worked to meet the patient's needs.
After a year both groups were re-eval.uated. None of the patients'
conditions were adversely affected by their participation in the
project. The control group appeared the same as before. However,
those patients seen by the nurses were noted to have more closely
followed their appointment schedules, complained less frequently on
the whole, and made fewer minor complaints to physicians. It was
felt that these changes were brought about because of a nurse's
training in supporting patients, which appears appropriate for
handling the chronically ill. On the other hand, the physician who,
rightly so, concentrates on the biological and technical aspects of
the illnes6 could hot provide such support. From the theoretical
viewpoint, then, this study.and the pediatric nurse practitioner
program are excellent examples of how each member can be used to the
fulleSt potential: the nurse focusing on the unique aspects of her
training, and the physician having more time to use his particular
edUcation. Not only did this yield a more efficient use of time,
but patient cost was also, decreased and a new approach to the rising
number of ambulatory patients was established while maintaining the
heightened communication heeded by a good team.

As for the patients attitudes towards the change in role function:
"After a brief transitional period patients were not concerned with
differentiating between a nurse 'playing doctor' and one providing
some new and more scientific type of nursing care. Instead, they
accepted her as a primary source of the kind of care that they wanted
(and needed) at this particular phase of their illness."5 In short,
the goal of the health team had been better met.
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Meeting the patient's needs is a vital area governing the
change in health team models. Because patients are not isolated
beings, the value of seeing and treating them in the context of
family and community has perhaps most'greatly influenced the new
health team models.

More so than in the clinic or hospital setting, community teams
demand a much broader range of interdisciplinary participants. The
reliance on workers from the social services increases. Community
members are sought to help their own neighbors through formal or
informal participation on the team.

To briefly summarize, the best health team takes an early
inventory of what heatth_problems it will address itself to, examines
the resources it has wilhin-itself, and then forms its team in
such a way that the two can yield the most desirous results. Whether
alternative practice models to the traditional approach will be
necessary depends on the decision of each team. But before such a
decision can be made, each member must be aware'and understand the
values of the other, and only then can the best choice be made.
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A BRIEF SUMMARY OF INTERDISCIPLINARY

STUDENT HEALTH PROJECTS

Stephen R. Smith
Boston University - School of Medicine
Student American Medical Association

The decade of the nineteen-sixties was one hallmarked by
social involvement of the United States as a whole and in particular, of
that of its youth. It was a time for re-examination of this nation's
conscience and a redirection in national philosophy and priorities.

The beginnings of this ethical upheaval had its birth in the
civil rights movement of the early sixties. Heeding the call of
President John F. Kennedy, the youth sought to right the wrongs of
previous generations by giving of themselves to the cause of social
justice. Students spearheaded these efforts both with heroic in-
dividual efforts and through organized associations,such as S.N.C.C.
(Student National Coordinating Committee).

It was not until approximately five years later, though, that
health science students also became involved. In 1964, the Medical
Committee for Human Rights (MCHR) was established to provide emer-
gency aid to injured civil rights workers in the South.

During the 1964-65 school year, students from eighteen schools
of medicine, dentistry, and nursing in the Greater Los Angeles area
founded the Student Medical Conference of Los Angeles. Their purpose
was to provide "leadership through education, community service,
and research."

This group was to create the first nationally recognized inter-
disciplinary student health project. In the summer of 1965, thir-
teen SMC students (10 nursing, 2 medical, 1 dental student) worked
in five locations in --,')e San Joaquin Valley in California providing
health services to the migrant worker population of the valley.

On April 23, 1965, the Medical Commit..,:ee for Human Rights was
formalized and consolidated at a meeting in Washington, D.C. Letters
of invitation had been sent to fifteen Eastern medical schools and
forty-five students from Howard, Tufts, Boston University, Harvard,
Albert Einstein, and USC met in caucus and clarified the role of
students in community activities.

This group formed the nucleus of a group that later met in the
fall of 1965 at the University of Chicago Medical School and founded
the Student Health Organization (SHO). This was a loosely organized
interdisciplinary student group which sought to keep member schools
informed of local group activities.
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During the academic year 1965-66, the local groups began to
organize efforts in community health including speaker forums, group
discussions, and planning for summer activities. The University
of Southern California acted as the sponsoring agency for the SMC
in obtaining a $204,000 demonstration grant from the Office of
Economic Opportunity for a student project in Community Health Re-
sources for the Poor.

The summer program provided fellowships for 90 medical, dental,
and social work students from forty institutions in eleven states.
The students wicked in poverty areas in 9 counties throughout Calif-
ornia coordinatingtheir efforts with the agencies in the area. They
provided actual service and learned first hand about the problehis in
delivery of health services.

At the conclusion of the project, the students were generally
enthusiastic and carried this enthusiasm back with them to their own
schools. In 1967, SHO chapters had sprung up in thirty schools.

In the summer of 1967, the.SHO conducted three major projects,
one in New York, Chicago, and California. The projects placed 260
health science students from medicine, nursing, dentistry, social
work, law, osteopathy, medical technology, medical sociology, and
dental technology in these communities.

In New York the students acted primarily as "patient advocates",
greeting the patients in the clinics and emergency rooms and trying
to expedite their passage through the medical mazework. The students
had some impact in the alteration of the design of many clinic operations.

In Chicago the students tried primarily to organize the com-
munities in which they were placed to define their oeeds and develop
mechanisms to meet those needs. These wer- not necessarily directly
health-connected but often involved such problems as sanitiation,
urban renewal projects, etc.

The California program essentially expanded upon the program
of the previous year and placed students in urban areas as well as
rural The health students also worked with high school students
in an attempt to interest them in pursuing health careers.

The third National Assembly of the Student Health Organization
was held in Detroit from February 22-25, 1968. The nature of the
third Assembly was distinctly different from those previous to it.
Over 500 students from 40 states were present, representing a wide
spectrum of opinions and various levels of community health exper-
ience. Though considerable time was spent discussing the summer
programs, a large part of the time was spent debating the political
nature of SHO, what tactics should be employed in creating community
and social change, and the development of a national organization.
There was a growing feeling among many SHO members that community
health projects were not an appropriate mechanism for change for SHO.
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By April of 1968, the tide of student activism began to in-
volve the largest, but heretofore inactive, health student group,
the Student American Medical Association. Its House of Delegates
and National Convention of 1968 had 800 medical students in
attendance, representing 76 schools. Through resolutions adopted
by its House and through its new dynamic leadership, SAMA became
committed to action in community health:

In April of 1968, 10 SHO.groups were carrying out local com-
munity health projects and 7 SAMA chapters were involved in com-
munity health activities. In that year, the concept of year-
round, locally-funded projects was put into application in Kansas
City. The Conference of Student Professional Organizations in
Kansas City represented fifteen health science schools working
together throughout the year in community service projects.
Similar programs were developed in Detroit, New Urleans, and
Cleveland.

During the summer of 1968, the most ambitious program ever
to be undertaken through student auspices up to that time was in-
itiated. Through grants amounting to over a million dollars
supplied largely by the Regional Medical Programs to SHO, 400 health
students were placed in communities throughout the country for
ten weeks in the summer. The students were to facilitate the pro-
vision of health science services to the communities and document
the health problems in those communities.

The summer of 1968 was one marked by tremendous strain and
conflict.- The assassination of Martin Luther King and Robert Kennedy
and the devastating riots that rocked this nation-had a profound
effect upon the student projects. Racial confrontation exacerbated
the already precarious provider-consumer relationships in the
communities. Many students found themselves aligned with militant
political-action groups which sought to change very basic problems
in economics and political power. The complexity and intimate re-
lationship between health problems and the enormous social pro-
blems proved very frustrating to the students.

These feelings of frustration and anxiety led to the growth
of negativism and nihilism among many of the student participants.
At the fourth Annuid Assembly of the Student Health Organization
held in Philadelphia in November, 1968, these feelings were expressed
by students as a desire to resign from active community service pro-
grams. It was felt that such programs were not valid approaches
to the solution of more basic problems. Attention was focused on
the burning political issues of the time and on more revolutionary
tactics in attaining change.

The Fourth Annual SHO Assembly marked the end of the first
era in health student involvement. SHO became a splintered group,
turning to radical analysis of the social structure in the nation
and abdicating its role as a leader in student activism and
participation.



What the SHO had accomplished was an awakening of the sense
of committment on the part of health students to the commuities
they were to serve. It uncovered the underlying sepsis infecting
the American health care system and exposed the serious nature of
the sickness in American medical care. We were, indeed, in the
mIdst of a health care crisis.

1968-69 saw the development of extensive local and national
student health projects primarily sponsored by the Student Ameri-
can Medical Association. The basic alterations between the SAMA
projects and the SHO projects involved the goals. Students were
no longer viewed as providers of health care to the communities.
The role of provider, though extremely ego-satisfying, had produced
deleterious effects on the communities in which health programs had
been conducted. Primarily, the students were not fully trained
professionals; thus the care they provided, though sincerely moti-
vated, was inferior care. This only promulgated the two-class system
of health care. Secondly, the care provided by students was dis-
continuous, lasting only the ten weeks ,of the summer. The expectations
of the community were raised, only to be dashed with reopening of
the schools in the fall.

The positive aspects of the SHO programs were preserved in the
SAMA program. First, it exposed students to the deficiencies inherent
in our present health care delivery system. This realization that all
is not well was something new to many students who had been exposed
only to selected models through their University curricula. Second-
ly, it offered students alternative models of health care delivery
other than those traditionally taught in schools. It emphasized
the need to be responsive to the real need: of the patient served,
both as an individual and in re!ation to h,s family and community.
It impressed upon students the other important factors involved in
good health care; namely, socioeconomic and political factors,
cultural factors, the importance of preventive health maintanence,
manpower utilization and effir'ency, and maldistribution of health
manpower and resources. Finally, the projects offered the students
the ability to work with students of the other health disciplines as
a health team, enabling them to learn how the other disciplines
tribute to the better care of the patient.

The first major project developed with these criteria in mind
was the Appalachian Student Health Project. This health manpower
recruitment program was designed to help correct the problem of mal-
distribution plaguing the Appalachian region. One hundred and twenty
medical, nursing, dental, and pharmacy students spent c7ne weeks
in the summer of 1969 in the Appalachian states. Rather than pr
viding services, the students worked directly with professional
preceptors observing the delivery of health care in rural America..
In addition , over half of their time was spent outside their pre-
ceptor'soffice or hospiol, working in the community, observing
the problems of isolated rural areas. Each student worked on a
project of his own related to one observed problem. These projects
often evolved into sophisticated programs perpetuated by the community
after the students had left.



-46-

A similar program in which health science students were placed
within Job Corps camps was also initiated. Another program, the
Medical Education and Community Orientation Program (MECO) was
started in Illinois but was restricted to medical students in their
preclinical years based in a community hospital.

At the same time as these national projects were developing,
local community health .projectswere also sprouting up throughout
the country. By the late spring of 1969, there were over 40 local
community health protects, 32 of which were conducted by local Student
American Medical Association chapters. These differed.from the
national projects in that they were usually narrower in scope,
continued year-round, and were more service-oriented.

On March 14-15, the First National Student Conference on Com-
munity Hea;th was held in Kansas City, sponsored by the four student
health associations (Student American Medical Association, National
Student Nurses Association, Student American Dental Association, and
Student American Pharmaceutical Association) and administered by the
Student American Medical Association_ Standing Committee on Community
Health. 480 health science students from 114 schools attended the
conference participating in numerous: workshops on community health
topics. The issues of interdisciplinary approaches and the para-
mount importance of consumer participation were stressed.

In the summer of 1970, the American Indian Health Project com-
plemented the Appalachian program. Thi-t provided an additional
dimension of crossculturalexposure for the students. The Indian
Project was particularly innovative in that the students were in-
vited by their respective Indian tribal council and were directly
responsible to these Indian consumer groups_. Additionally, the
students worked with adolescents from the Neighborhood Youth Corps
in interesting them in pursuing health careers.

In the late summer of 1970, the SAMA Standing Committee on
Community Health formed a subcommittee on Local Projects designed.to
deal specifically with the increasing number of local community
health projects. The subcommittee was composed of students from
the disciplines of medicine, nursing, pharmacy, and dentistry. They
developed a set of guidelines which would be utilized by local groups
in developing local projects in a more sophisticated manner. These
stressed the importance of interdisciplinary teams, provision of
services in response to defined and accepted needs, continuity of
care, consumer respresentation, and proper auditing and evaluation
of the projects. The subcommittee offered'small ''seeding grants"
to local groups to develop these projects as demonstration models,
which, if successful, would hopefully receive additional support
from other sources. Many of these local experimental projects be-
came successful operations, some even expanding into multi-million
dollar comprehensive community health clinics.

In October, 1970, the Subcommittee on Local Projects conducted
a National Conference on Local Community Health Projects funded through a
grant by the Office of Economic Opportunity. One hundred and twenty
student leaders from nearly fifty local community projects assembled
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together in Kansas City to share experiences, discuss various topics
of interest, and plan strategies to better deal with local projects.
The proceedings of the meeting were collected into a booklet which was
then sent to each local student group interested in developing com-
munity health programs.

The summer of 1971 saw the Appalachian program in its third
year, the Indian project in its second, and a third was added:
the Migrant Worker Student Health Project. The latter proved not as
successful as the first two due to a lack of adequate time to de-
velop the program and properly prepare the communities. However,
much was learned from that experience, and plans fo, the following
year's program were appropriately modified.

A new dimension has been added from the spring of 1971 to the
present signifying the beginning of the.third era in community health.
At a meeting of the National Student Health Project Coordinating
Subcommittee in Atlanta in March, it was decided that in order to
have significant impact on the total health manpower development
picture in the areas in which students were working it would be
necessary to involve health science schools and other health pro-
vider agencies and institutions in a much more meaningful manner.
Thus, the goal of student projects would be primarily catalytic,
acting to facilitate a coordinated and cooperative approach to ful-
filling health manpower and service needs in a community by the
community residents themselves, health providers, students, and the
agencies and institutions concerned with those matters.

Thus, the National Student Health Project sought to involve
the health science schools in the development and operation of the
programs. An effort was made to persuade he schools to grant
academic creditfor the student participants. Involvement with local
agencies such as Regional Medical Program was established to make
the programs locally administered and yearround. Program ob-
jectives included the establishment of local health education centers
in the communities in which the students worked which would then
become the focus of future program development and health manpower
programs.

A new program developed by SAMA is the Community Health Orienta-
tion Program for Students (CHOPS) which seeks to establish an inter-
disciplinary educational and servic- experience for students within
a comprehensive community health clinic as a part of their formal
curricula. This is being conducted as a demonstration model for new
curricula in community health through a grant from the Office of
Economic Opportunity.

Local projects continue to develop through he Subcommittee on
Local Projects which is presently negotiating with a number of
agencies to develop projects within their interest area, such as
the March of Dimes, Squibb Pharmaceutical Company, Sickle Cell
Foundation, etc.



Other local projects are being developed through the Head Start
program to place health students with local Head Start Councils
and help mothers deal with the health and development needs of their
children.

The Student American Pharmaceutical Association is conducting a
drug education program through local interdisciplinary student groups
who will work with high school students.

In total, at the time of this Health Manpower Conference, ap-
proximately 5,000 to 8,000 health science students are annually
involved in student - initiated community health projects. These
projects represent a wide spectrum of activities, some more ambitious
and sophisticated than others, yet all significantly contributing
to the improvement of health care provided to all Americans.

Though still faced with problems such as relationship with
communities, academic value of the projects, ability to form
functioning health teams, and recruitment of student and professional
manpower, these projects have been able to reorient the health student
to again relate primarily to that which is most important: the care
.of the patient. It will be years before any rigorous evaluation
can possibly be made of the impact of these student efforts on
their future practice as professionals. However, few can doubt that
these projects have exposed the deficiencies of our existing system
and have challenged all those responsible to decisively meet those
responsibilities. .
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HEALTH MANPOWER CAUSE CELEBRE 1967 - 1972

Charles E. Payton
University of California - San Francisco
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Introduction
The National Advisory Commission on Health Manpower opened its

report in 1967 with the following approach to United States' "health
crisis." "The crisis, however, is not simply one of numbers. It
is true that substantially increased numbers of health manpower will
be needed over time. But if additional personnel are employed in
the present manner and within the present patterns and 'systems'
of care, they will not avert, or even perhaps alleviate, the crisis.
Unless we improve the system through which health care is provided,
care will continue to become less satisfactory, even though there
are massive increases in cost and in numbers of health personnel!"

It is appropriate, therefore, that this paper on health manpower
look at the topic in the context of entire health system. To do so,
it is necessary to identify the elements of our health care system
and describe the environmental and political forces which will in-
fluence its evolutibn.

Though the title and opening reference of this paper mark 1967
as the beginning of a pentad of increasing interest in health manpower,
the Economic Opportunity Act and health legislation of 1965 brought
the first significant changes in our health system in over fifty
years.* From the 1965 legislation sprung OEO neighborhood health
centers and the Medicare-Medicaid programs which extended health ser-
vices to a large number of citizens who were previously disenfranchised.
Through its guidelines for model neighborhood health centers,
the Office of Economic Opportunity (OEO) sought to create new patterns
for manpower utilization and provide community employment by train-
ing indigenous personnel in a variety of outreach and primary care
roles. The significant increase in demand for health care brought
about by Titles 18 and 19 (Medicare and Medicaid) generated several
new political and economic forces that have and will continue to
effect the course of manpower development.

Elements of the Health System
(1) The lowest common denominator in the operation of any such system
is financing. Money is certainly a precursor of facilities, trained
providers and even knowledge. Since these subjects warrant individual
consideration, this brief exploration of financing will take a more
general perspective.

*1910, the date of the Flexner Report on Medical Education, is used,Por
comparison because of the improved quality of health care attributed
to the adoption of the Flexnerian model.
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The concept of financing is inseparably linked to the finite
limitation of available resources. Unlimited options for the use
of these resources force an individual, or the government, in the
case of a large complex society, to set priorities. Recently our
government has been severely maligned for the apparent lack of at-
tention it has given to health issues. These criticisms have been
spawned mainly by federal and state limitations placed on expenditures
for direct medical services. Without defending government's position,
it should be pointed out this criticism is only partially valid.
Health professionals must recognize that just as there are alterna-
tive ways of utilizing health manpower for any given level of fi-
nancing, there is also a variety of ways for meeting basic health
needs. Providing the services of health professionals is only one
of these. The United States presently spends approximately seven
per cent (7%) of It gross national product on health care. This is
contrasted with many large countries of similar health standards
which spend only five per cent (5%). The first issue then is not
spending more for direct services but scrutinizing what we are getting
for our money. As Paul Elwood M.D. says in writing about Health
Maintenance Organizations, "The U.S. spends enough, but just doesn't
spend it well." The second issue is whether we are spending enough
on complementary social services which promote health rather than
providing care. Appropriate education, rewarding employment, and
high quality housing are examples of servites seldom looked upon as
health matters but which may demand significantly increased portions
of our national resources before the health of Americans can be
greatly improved.
(2) Facilities are important from the standpoint that their location
is a significant factor in the distribution of manpower. Also, the
expense of their construction and operation is an option which competes
with manpower 'training and support as a use of available funds.

It is not surprising that variety and specialization in facili-
ties have increased in a pattern similar to that of professional
disciplines. As a consequence, some decisions related to making
health care equally available to all users must treat facilities and
personnel as a single package (e.g. nuclear medicine). In other in-
stances limitations or abundance of facilities will prompt the develop-
ment of new forms of manpower or replace those that are obsolete.

A planned approach to the distribution of facilities first be-
came available nation-wide as a result of the Hill-Harris Amendments
in 1964 and has been continued through subsequent Hill-Burton bills.
The resultant linkages between facilities construction and Compre-
hensive Health Planning (CHP) and Regional Medical Programs (RMP)
must be viewed as influences or even determinants in manpower planning.
(3) Manpower, as this conference reflects, is an issue which offers
a myriad of approaches. It is indeed a game of numbers, but as the
National Commission pointed out "more of the same" is no solution to
our health problems. As the employer of nearly one in every fifty
Americans, a major problem in the health industry is equal access to
careers as measured on racial, ethnic or sexual lines. The import-
ance of equal opportunity employment in hea'th goes beyond the in-
terest of the worker; it strongly determines the quantity and character
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of care received by populations underrepresented in health professions.
As a service which society appears to have decided is a right for
all, either a conscientious professional community or a responsive
government must soon provide a mechanism for distributing manpower
equitably. Equal vocational and career access seems to be a partial
answer.

The answers to the What, Where, When and How? questions about
manpower are dealt with throughout this paper and should not be
repeated here.
(4) Operational design is the least tangible of all elements which
functionally relates all of them one to another. This intellectual
resource is as much a product of our technologic age as computers
and telecommunications. The challenge is to provide a design for
the system that will enable it to, a) utilize each worker in a role
consistent with his most productive skill and, b) guarantee compre-
hensiveness by training new personnel or broadening the qualifications
of those already available. As we realize the true complexity of
health', its promotion, maintenance and restoration, the need for
applying the skills of numerous practitioners becomes more evident.
In order to maximize the quality of health care, linkages of the sort
implied by the team concept will have to form across disciplines,
between professionals and with consumers. Jnfortunately the health
team is a concept treated to date with an unjust preponderance of
words and a paucity of action.
(5) Techno-science in addition to operational methodology has yield-
ed valuable machinery which has aided in the delivery of health ser-
vices. These utensils have generally expanded manpower productivity
by both speeding the rate at which each handles his necessary in-
formation and widening the scope of services he can competently
provide. Examples (in order) would be the use of computerized data
storage and retrieval and the administration of automated health
histories by allied professionals. It seems Almost certain that an
improvement in quality can also be expected due to the increased,
rapid sharing of data between practitioners. This would include
the emergency transmission of medical records across great distances,
building composite health profiles from the contributions of each
team member, and even peer review.

In areas where manpower tasks have tended to be mechanistic, full
"responsibility" may be turned over to software with a gain in both
competence and efficiency. Such an area could well be the monitoring
of pharmaceutical therapy by computer.
(6) Reimbursement mechanisms for providers and institutions is one
specific variant of the financing element. Some suggested changes in
the present largely fee-for-service system seem to frighten certain
providers to the verge of "dropping out" when in fact their expressed
purpose is to improve the consumer's relationship to the system.
This aspect of the system should 'encourage health care recipients to
seek services early, maintain effective contact with the system and
rigorously carry out instructions for self-care. Any ideal mechanism
would also remove the responsibility for reimbursement from the
person or family of one who is ill.



i

I

-53-

(7) The acquisition and transmission of knowledge constitutes the
last major element of the health care system. The explosive growth
of the pure sciences over the last two decades has been a major force
in the trend toward specialization. No longer can one practitioner
be all things to all people. Unfortunately it seems that our deficit
in know-how for applying all the knowledge that is available seems
to be increasing. Health care systems that can channel all resources
to the personal and public benefit is one of our most needed areas
of research and experimentation.

Homeostasis and growth of the health system are both acc)mplished
through the education of new health profes!.ionals. For the ec 'rational
institution to function appropriately it must be a repository o know-
ledge in both the pure and applied sciences. That our universitites
and colleges are lacking in the applied sciences is evident by the
inefficient, irrational role models they present to student professionals.

Two additional points about our educational institutions and health
manpower need to be mentioned. As new careers are created based on
the task requirements of the health system, it may become the respon-
sibility of training centers to create and implement appropriate
curricula. Some equivocation about their participation seems just-
ified because of their inability to date to translate job-descriptions
and task analyses into educational programs. Because educational
institutions are the entry-ways to health careers, they are additionally
important factors in bringing about equal representation of all
segments of the public. This, and certain geographical considera-
tions mentioned later, have significant effe...ts on the distribution
of health manpower.

Political Forces
(1) Public demand for services has increased beyond the limits of
fulfillment by the present system. This has occurred because of in-
creased numbers of purchasers seeking care and as a result of the_
average consumer being aware of ever increasing types of available
services. The inflationary prices, which can be expected in any
market which offers inadequate competition between providers, have
prompted great public displeasure over the diminishing value of its
health dollar.
(2) Consumer organizations which participate in the development of
health policy have become a potent force at the local and regional
level. Their concerns about availability, accessibility and accept-
ability have made these issues to be dealt with in the planning of
all manpower programs.
(3) Third parties-conglomerate intermediaries-have become the
direct payers of a major portion of the nation's health bills. In

order to compete for private subscribers these companies have tried
to install economic ceilings on provider costs. These regulatory
actions have a definite impact on the delivery system and the new
patterns of care that will be evolved.
(4) As the spender and sometimes guardian of public tax dollars,
the federal government is placing more and more attention on the
maintenance of health. It will most certainly be joined by the
country's industrial complex in its presumption that early inter-
vention is the least costly form of care measured both in terms of
direct services provided and in the loss of net produttivity due to
illness.
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(5) There lia-S-been a general increase in the expected performance
level of health professionals. Irrational insurance codes and a
flood of legal actions predicated on malpractice have tended to make
government actions on licensure and certification very conservative.
Further solidification of professional boundaries can only impede
the development of fluid manpower roles that are capable of respond-
ing to the needs of a dynamic environment in an efficient and com-
prehensive fashion. Until no-fault insurance, designed to give the
consumer just protection, is enacted across the country it seems
unlikely that the health system will benefit from the level of inter-
professional cooperation that is possible.

Environmental Factors
(1) Improved control of infectious disease and elevated nutritional
standards have brought a change in the type of illness demanding the
most services. Chronic and degenerative disases are more prevalent
today and can be expected to require even larger portions of our
health resources in the future.
(2) Population pressures have adversely affected social stability
and physical health at both the individual and community level.
"Social engineering" is the recently coined discipline for dealing
with this problem. Overpopulation is already modifying the type
of problem presented to health professionals. As we seek and find
ways of responding to these new needs we will become practitioners
of this new discipline.
(3) Technology has made available numerous new methods for deliver-
ing care. Such factors as transportation and computerized information
have brought about not only new models for delivery (e.g. central-
ization of highly sophisticate' or expensive services) but increased
options for future resource allocation between manpower and "machine
power."
(4) Severe contrasts in U.S. demography influence how the health
system deploys its manpower. In order to provide each person with
reasonably equivalent care,rural areas, for example, may have to
utilize generalists more extensively because there is insufficient
population to support a full complement of specialists. The highly
mobile nature of our population also demands a system fluid enough
to keep up with large increases, decreases or changes in nature of
a local community. The basic premise here is that manpower reflects
the unique needs of the community and that these needs are frequently
enough reviewed to keep the health system up-to-date.

Discussion
The manpower issues that have been raised in this paper can be

categorized in the following way:
1) increasing the numbers of practicing health professionals
2) achieving equitable representation of subpopulations (racial,

ethnic etc.) in the professions
3) increasing the efficiency, and thereby economy, of practice

patterns
4) designing manpower systems which provide quality, compre-

hensive (including promotive and preventive) care

1



5) redistributing services to benefit geographically and
economically isolated populations

6) adopting regulatory legislation that protects health care
recipients but is also flexible enough to meet changing
health needs

Many events have occurred during the last two years which treat these
manpower issues in the context of the entire health system. Though
most are quite recent, it is the author's opinion that most owe their
genesis to the 1967 Report of the National AdviF. ry Commission on
Health Manpower and the analysis, experimentatiJn and public dis-
cussi.on during the ensuing years. By- looking filw at some specific
examples of these actions it may be possible to ,-edict the future
of health manpower.

Most recently, the President's budget request for 1972-73 gives
an indication of how financial incentives will be used to stimulate
new modes of health care. A 533 million dollar request for manpower
programs in the area of education and demonstration projects shows
a high priority compared with other developmental spending. Mr.
Nixon has asked that monies for educational facilities construction
be cut from the budget for 1973. Analysis ov these economic facts
suggests that the administration's strategy will be to increase the
efficiency of our educational system as a method of producing great-
er numbers of professionals. The President's request also seeks
more funds to bring economically disadvantaged people into the health
fields. Other line items which reflect new or increased government
interest include 149 million dollars for family planning, research
and services, 15 million dollars for sickle cell programs and 247
million dollars for maternal and child health.

The Health Maintenance Organization concept, first proposed in
Section 239 of the Social Security Amendments of 1969 (H.R. 17550) will
receive direct support for the first time under the proposed Presi-
dential budget. It is expected that 36 million dollars will be dis-
tributed amongst approximately 348 potential HMO sponsors. The
possible enrollment under the programs receiving this funding would
be 10.4 million subscribers. The HMO guidelines embrace a wide
variety of administrative mechanisms all intended to stimulate more
preventive health care and improve linkages between all segments of
the delivery system. As pointed out earlier, the government's pur-
pose for promoting early intervention is purely a dollars and cents
matter of obtaining equal or better health levels without as much
expensive curative and rehabilitative care. Whether it be through an
expanded group practice such as Kaiser Foundation-Permanente Medical
or through financial actuaries such as the San Joaquin Foundation,
HMO's will bring the full expanse of necessary services (from pharm-
aceuticals to hospital care to home nursing) under a single adminis-
trative urribrella financed on a prepaid basis. It is apparent that
HMO's will address certain manpower issues (numbers three and four
on the list) but the concept offers no solution to the maldistribu-
tion of resources nor does it present a means for delivering care to
those who can not afford membership. If HMO's are to ever serve rural
and dispersed populations it seems they will have been given an in-
centive, probably economic, for establishing new facilities and



-56-

recruiting or training personnel. At least two major questions
stand in the way of rapid development. One, why should successful
providers undertake the burden of restructuring their operations
to create or join an HMO? Two, in the absence of public financing.
for HMO "start up" costs, will the proprietary sector be the lone
adventurer in this field and if so will further corporate profit be
an accepted influence in the health industry.

Until 1971 the federal appropriations for health professions
education came under the title of "Health Professions Education
Assistance Act." A House and Senate Conference Committee changed
that to the "Comprehensive Health Manpower Training Act of 1971."
Coming as amendments to Title VII of the Public Health Service Act
this bill shows Congress' strategy on health manpower to be similar
to the administration's. This bill offers schools bonuses for student
retention by giving larger capitation grants for each student in
his year of graduation and includes incentives for increasing first
year class size. It also authorizes more support than ever before to
new schools in their "start-up" phase and institutions in financial
distress.

There are four notable sections of the Manpower Training Act
which relate directly to needed changes in the health delivery
system. Though these are minor portions of the bill carrying very
little of the authorized funding, they are significant indicators
of what to expect in the future.

To qualify for capitation grants to meet educational costs
(Section 770), any school not having received money during the 1971-
72 fiscal year will have to carry out projects in any three of nine
possible areas. These include:

A) Projects to effect significant improvements in curriculum
B) Projects to establish cooperative interdisciplinary training
C) Projects to train far new roles, types or levels of health

personnel
0) Projects to make innovative modifications of existing pro-

grams in education of health professions (e.g. courses on
organization and financing of health care )

E) Projects to assist in significantly increasing the supply
of personnel

F) Projects to establish increased emphasis on clinical pharma-
cology, drug abuse and nutritution

G) Projects to provide at schools of pharmacy increased emphasis
on clinical pharmacy

H) Projects to increase admission and retention of socioeconomi-
cally disadvantaged

I) Projects to train and educate primary health professionals
particularly in family medicine

Over half of these initiatives deal directly with imprring the num-
ber, nature or distribution of providers.

A special section of the legislation is entitled "Health Manpower
Education Initiative Awards (sect. 774)". This carries the stated
purpose of improving the distribution, supply, quality, utilization
and efficiency of health personnel and the health delivery system.
It authorizes grants or contracts to public or nonprofit private
health or education entities for projects in the following categories:
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A) Redistribution of manpower by area or specialty to favor
areas designated as having shortages

B) Improving efficiency of personnel utilization
C) Evolving better patterns of training and education
D) Achieving more effective organization and delivery.of health

services through the use of the team approach
E) Fostering geographic organizational arrangements serving

the general purpose of Section 774
F) Providing health professions education to individuals who

it is "reasonable to assume" will practice in areas having
manpower shortages.

The last new category of institutional support is devoted to
training in family medicine (Section 767). One hundred million
dollars was authorized be be spent over a three year period to sup-
ii,aFt programs and give financial aid through traineeships and fellow-
ships to those in the programs.

The Physician Shortage Area Scholarship Program (Sect. 784)
seeks to improve the medical care of persons in two categories. These
are residents of areas having a physician shortage and migratory
agricultural workers and their families. The scholarships have a
maximum award of 5,000 dollars per academic year per medical student,
In return for this educational support the student agrees, to engage
in primary care in an area prescribed by the Secretary of HEW as
fitting either of the categories described above. One year of such
practice is required in exchange for each year of scholarship support.

In a move unrelated to the Manpower Act, the Regional Medical
Program Services may soon be supporting a new conceptin education
designed to improve the geographical distribution of personnel. The
concept, which is called Area Health Education Centers (AHEC'S) and
was the only near revelationary product of the Carnegie Commission's
report on Higher Education and the Nation's Health, seeks to de-
centralize the education and training process. In contrast to the
Carnegie Commission, the RMPS sees AHEC's as "independent community
based consortia or providers of health services and providers of
education and training." It has been found that there is a correla-
tion between the site of education and a health practitioner's even-
tual location of residence. For the medical profession this cor-
relation is with his or her location of postgraduate specialty ed-
ucation. AHEC's will be established in conjuction with health pro-
viders in areas typically demanding additional manpower. They will
not, however, be just mini medical centers because they will be
encouraged to relate their manpower programs to the service needs of
the surrounding population. Linkages with area-wide health planning
agencies should make possible this translation of health service
priorities into manpower needs. Such an approach might, for example,
cause some AHEC's to concentrate on the training and upgrading of
allied personnel whereas other's activities will reflect need for
more professionals such as physiciansand dentists.

By having academic programs more widely available the needs for
continuing education can be more adequately served. Though the
group practice model can improve the quality of health care by pro-
moting peer review and peer education, the resources of AHEC's will
be a useful and necessary adjunct.



A third potential for AHEC's seems to have been overlooked
by most planners. The regionalization of health services as des-
cribed by Weinerman and others assigns medical centers the respon-
sibility for highly specialized tertiary care. These are the medical
centers which presently educate most of our professional manpower.
The guidelines which RMPS may adopt call for AHEC's to be developed
in cooperation with already existing health care programs. If area
health planning efforts indicate a specific need for tertiary care
it may be necessary to develop an AHEC in conjunction with a new
referral center. This center would then engage in training but
still on a scale more limited than those institutionscalled "medical
centers," and thereby meet the area's need for specialty manpower.

Thi=ough the Emergency Health Personnel Act of 1970 (P.L. 91-623)
Congress amended the Public Health Service Act to create the National
Health Service Corp (MSC). The short range goal of the NHSC is to
bring needed health care to areas which can certify a manpower short-
age. The mechanism provided by this legislation is assignment of
two year commissioned officers or civil service employees to such
.areas. The one potential hitch in this scheme is the necessity of
getting acceptance from local professional groups who have in some
cases been unwilling to admit that their membership is unequal to
the task of meeting all of the population's.health needs. In gaining
adoption of the Emergency Health Personnel Act it was argued that
a long term benefit would be the permanent redistribution of manpower
to areas where they served their brief two year experiences. The
administrative staff of the NHSC is also attempting to identify more
efficient manpower utilization patterns by using a health team approach
in making their personnel placements. Though it is too soon to tell,
it is hoped that both of these long range goals will be realized.

The National Health Insurance plans alluded to earlier as
financing mechanisms have a direct effect only on the relationship
between consumers and the health system. By providing universal
coverage through any mechanism at least 20 million additional people
would be given access to what is euphemistically called "mainstream
medicine." Insurance that provides complete coverage with reference
to both expenses incurred and the nature of services rendered would
also encourage increased use of health services by those who are
already consumers. Increased use by this population is certainly
warranted but not in the area of professional services which Medicare
and Medicaid have proven to be the present bottleneck in our system.
Two pragmatic constraints dictate reorganization for efficiency and
comprehensiveness. First, to create the supply of providers suffi-
cient to extend the present system to all potential users would require
a lag period of at least a decade. This time would be required not
simply to build educational facilities, for this investment is probably
not necessary, but to graduate enough classes that have increased
enrollment. Second, expansion of the present system would increase
the nation's expenditure for direct health services by ten to twenty
per cent (based on a per capita calculation of cost). This is a
figure the public probably would not, and definitely should not
tolerate.



-59-

The only Natio ' Health Insurance proposal which would devote
any i esources to the inner functioning of the system itself is the
Health Security Act sponslred by Senator Edward M. Kennedy. His
bill includes a Resources Development Fund which uses 5/ of the trust
fund for programs "to improve the health system, especially in
areas like manpower ar,A innovative services and facilities." The
trust fund would be like that of the Social Securities Administra-
tion which is the recipient of all social security taxes and payer
of all benefits.

Conclusion
Systems analysis is a discipline recently proposed as a method

of confronting the problems of our health system and manpower planning
The first step in the "systems approach" is identification of the
problems to be solved and articulation of objectives that would
bring about such a resolution. Those who state the crisis we face
in terms of the delivery of service err as a result of a narrow
perspective. Our crisis is health! The investment of 7% of the GNP
is ineffective if the equallTrWiiaed resources for housing, education,
economic and social equality are not provided.

Systems analysis was introduced only in part to get the reader to
recognize that an improper statement of the problem jeopardizes
the success of any attempted solutions. It is also presented because
Wilbur Hoff Dr. P.H. has offered a methodology for its application
to health manpower planning. He makes an appropriately broad state-
ment of the problem in Step One and then follows one of many avail-
able courses by advancing to manpower issues in Step Two.

Step One

Step Two
Step Three

Step Four

Determine what must get done to the people or to
'the environment for optimum survival.
Identify what workers have to do (tasks)
Analyze tasks in functional terms in order to yield:
A) Performance standards
B) Workers functions dealing with data, people, objects
C) General education development (GED) as the minimal

preparation for any workers entering training
D) Worker instructions
E) Training required (beyond ',ED) to acquire specific

job-related-skills, attitudes, etc.
(re) structure the tasks into (new) career ladders.

From step one simiiar progressions could deal with the, relationship
of the political system or education of the public for self care.
The issue of the political system is one that must be confronted
simultaneously because it controls needed resources and confers
legitimacy.

This sample outline is presented so that the reader who has reach-
ed his own definition of the prcJlew can work toward a possible solution.
It is probable that the reader's answers will be similar to those cover-
ed in the Discussion section. But, it is also likely that the actions
taken by government, the foundations, health science schools and the
professional community will appear very incomplete!
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HEALTH PROFESSIONS MOBILITY

Stephen W. Schondelmeyer
University of Missouri - School of Pharmacy
Student American Pharmaceutical Association

Careen mobility can be likened unto Mark Twain's obervations
.about the weather, much talked about, little done about.

What is talked about? Career ladders, vertical mobility, hori-
zontal mobility, and lattices are all concepts mentioned.

A visual concept of the "ladder" is obvious in some health pro-
fessions. For example, in nursing it extends from nurse aide, to
practical nurse, to associated degree or diploma, to baccalaureate
degree, to masters degree, etc. This concept of a ladder, also
referred to as vertical mobility, allows for an individual in.a
given profession to upgrade the level of his educational and task-
oriented capabilities according to his motivation, performance,
and level of achievement.

By adding a second level of mobility, horizontal, our concept
becomes one of a lattice or more tangibly, a checkerboard on which
the player can move vertically (up the ladder), horizontally (to
another profession at an equivalent level), or diagonally (to a
new profession on a higher level).

One author went so far as to compare mcbility to a "jungle gym"
allowing for various modes of entry, transfer, and ascendance into
the health professions.2

Why consider mobility? How does it relate to health manpower?
We are constantly hearing of health manpower shortages to be filled
by increased utilization of allied health personnel with specialized
tee nical skills. Leaders in education and professional practice
have realized that most, if not all of these allied health professions
lead to dead ends or terminal positions where one becomes locked into
the system. The only alternative for betterment is to start again,
at the bottom. Road blocks to career mobility can tie up resources
invested through education and training in these individuals as well
as stifle their personal motivation and initiative to perform at the
highest level of service within their competency.

How does career morbidity become career mobility? This requires
a coordination and collaboration of education, training, licensure,
and practice on a regional as well as national basis. The remainder
of this paper will be concerned with roles of education and training,
roles of licensure and practice, and mechanisms for coordination of
career mobility efforts.
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Roles of Education and Training

Barriers are created as a result of values, attitudes and belie ,

of the public, health professionals, educators, and administrators.
These may result in partial or complete blocks to entry into health
manpower categories or to mobility within them.2

One of the traditional barriers in all of education is the utili-
zation of grades as the sole criteria for admissions. This problem
is being overcome in most junior and community colleges, but still
exists in most four year colleges and in virtually all levels of
graduate study. The latter prog"rams, as a result, are still having
a hard time in finding disadvantaged students who can meet their
entrance requirements. A concern for lowering of standards may be
queStioned here, but often minority students, when admitted on such
criteria as commitment to community service, initiative and motivation,
can with a minimum of additional help compete equally with their
scholastically admitted colleagues.

Similar problems exist in admission of rurally oriented students,
women, and older people. Admission requirements for the various health
science programs must be adapted to facilitate entrance of members
from each of these under-represented groups.

After entrrlce into the health field, one also encounters barriers
to-attempts at vertical and horizontal mobility. To conserve health
resources,the carious levels of health programs must begin giving
credit for abilities already possessed by individuals seeking admis-
sion. Experience through previous education or job experiences mpy
have already developed certain competency levels in an individual,
therefore wasting time and resources when requiring that individual
to repeat work. For ease in mobility and maximum health manpower
output, educational programs must develop and use equivalency exams
and other means for granting credit at the college level in order to
prevent duplication of work by students.

The concept of continuousprogress education will aid in mobility.
Often extensive lock-step curricula for professional health programs
will filghten away capable and qualified students, especially the
minorities and underprivileged. These students are disenchanted by
the length and rigidity of programs for financial reasons or by the
apparent difficulty for schoi.istic reasons. This is 'where continuous
progress education can aid in career mobility. From entry level to
the top of the ladder in a given profession, the educational sequence
should be structured so as to allow a student to exit at his level
of competency or satisfaction or to allow him to work at one level
:long enough to financially complete his ascent. This student should
be able to re-enter at the same level from which he exited without
penalty for having done so. This is not to say that the education
should be so structured that all technicians, for instance, were
previously trained as aides, but that all aides with the capacity
for functioning at the technician level should have the opportunity to
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ascend to that level. Educational structure would then be such that
the student who knows his capabilities and goals can enter and

ascend directly to the level he desires, while the student not yet
certain of what level he is capable of attaining can begin and progress
through each level of that profession at his own capacity without loss
of previous credit and training until he reaches his level of com-
petency or satisfaction.

Another major step in the development of career mobility will be
the establishment of core curricula at all levels in the educatiohal
process. The development of a common educational base for allied
health personnel would seem to encourage increased vertical and
horizontal mobility by offering alternatives that previously would
have required re-entry at lower levels or even at the bottom. Just

as importantly, if the health care teams of the future are to be
effective, members of these teams will have to be trained together
sometime in the course of their educational experiences. Such train-
ing should occur early enough, perhaps, in the careers of each to
stifle prejudice and foster an appreciation of and -respect for each
others roles.3 Also this commonality of educational experience can
be extended to a sharingof faculties, facilities, and financial
resources. Students of various disciplines taking the same courses
at the same time could be taught by one professor and by staggering
labs could increase utilization of such facilities, therefore conserv-
ing educational resources.

Most programs in health fields today are using clinical experiences
or on the job training as a part of the educational process. This
practical experience is valid and very useful as an educational tool,

but caution must be used in these programs. Always relating this
experience back to some form of college or academic credit will avoid
needless frustration due to lack of acceptance of such experiences
when attempting vertical or horizontal mobility.

A balance of educational preparation with on the job training
experiences must be achieved to produce the highest quality of health

personnel available. The following example points out the dissatis-
factions and frustrations of an imbalance in education and training:
"A student who has achieved well in all of his general education,
professional skills courses, and in his clinical training arrives on
the scene For services. What happens? He has been taught how to
accept responsiblity, how to plan his laboratory time or treatment
program -- and what does'he find? Too often he is in a position
where his job seems only related to how well he takes orders and
performs mechanical technical skills. His educational experience has
prepared him for assuming a role on the health care team that he

doesn't get to assume; what disenchants him even more is that not
only do other members of the team appear unwilling to accept his
potential for a high level of performance, but to his dismay he finds
that members of his own profession have learned to accept such a
subordinate role.
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On the other hand nothing can be more detrimental to vocational
morale than for an individual to be given a task or responsibility

for which he has received too little formal training."4

Roles of Li- censure and Practice

A major obstacle to increased career mobility comes from pro-
fessional organizations that place a premium on selectivity and

high standards required for membership. Licensure, certification,

and accreditation are thus viewed in some quarters as symptomatic --

in the context of career mobility -- of the professionalism that

has become a primary value in health occupations, almost'preempting

such valu.vs as practitioner's skills and competence in job per-

formance. When a certified lab assistant with seven years of

competent service is required to take a full year of elementary

bacteriology, the criteria for credentialing health professionals is

obviously inappropriate. AS Light states, "Surely there must be

ways in addition to formal education and the acquisition of a piece

of paper to prove the value and competence of a person on the job."6

In 1969, California made a move in this direction by recognizing
the training of medical corpsmen' seeking to become registered nurses;
recognizing equivalent education or experience of candidates for vo-

cational nursing, and allowance of some credit for vocational nurse
training to facilitate upward mobility to the level of registered

nursing. To better facilitate career mobility, states and licensing

bodies must begin to recognize that the learning of skills and
competency can occur in settings other than that of formal education.

One means of evaluating these acquired skills is proficiency

testing, which refers to a measurement of an individual's competency
to perform at a certain job level -- a competency made up of knowledge

and skills, and related to the specified job. Such testings is

therefore, not only a measurement of the knowledge gained through
didactic instruction, but also an assessment of job capabilities.

Related very closely to the concepts of career mobility and pro-
ficiency testing is the increasing interest in task analysis that
utilizes techniques -for identifying and classifying jobs. "The es-

sential elements of task analysis are to: (a) identify each task,

(b) indicate the skill involved, (c) state the purpose of the task,

and (d) indicate the knowledge necessary to perform that task. The

Department of Health, Education, and Welfare is currently sponsoring

a number of projects dealing with task analysis that are designed to

facilitate the-upgrading of certain categories of health personnel.

Data obtained from task analysis can be used to: (1) evaluate the

adequacy of an existing curriculum, (2) establish a new curriculum,
(3) restructure jobs in order to make opportunties a,,ailable at other

levels, (4) determine pay scales, and (5) determine hiring require-

ments are realistic. Job analysis in the health fie.d is recognized

as an important factor in determining the redistribution of duties,

functions, and responsiblities to effect an improvement in the health

careldelivery system. However, the method for accomplishing job

analysis in a service-oriented rather than produtt. orierited, industry is
still in the experimental stage."7
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On the level of the practitioners, associations, and agencies,
barriers must be broken down if career mobility is to become a
reality. The allied health professionals must begin to consider
their relationships to each other by first relating themselves to
present systems of health care delivery and ultimately to the patient.
After this has been accomplished, indifferences and suspicion of
intent will be turned tR similarities of background, education and
patient care functions. 0 This new outlook of cooperation among the
health professions will facilitate each of the other concepts in
developing mobility, i.e. core curricula, on the job training,
equivalency and proficiency testing, etc.

Mechanisms for Coordination of Career Mobility Efforts

Implied within the concept of mobility is a system of standards
for education, licensure, the practice that is transferable through-
out the entire nation, hence geographical mobility -as well as career
mobility.

Nationally there exists marked overlap of activities, duplication
of efforts, and fragmentati-on of programs in allied health training
and manpower development activities. There is confusion not only as
.to a commonly accepted definition of allied health manpower; but,
also, as to curricula, licensure or certification, and a rational
basis for determining functional roles of the various categories
of the allied health personnel. Because of this state of affairs in
allied health trainina and manpower development, vertical, horizontal,
and geographical mobility become difficult, if not impossible, for
a large number of allied health personnel.

In view of the multiplicity of training and educational institu-
tions, health care agencies, professional associations, accrediting
bodies, and government agencies involved in allied health training,
university based regional centers must be developed to subserve a
very broad functional role in these areas. The roles and respon-
sibilities of these regional centers in allied health training should
include providing leadership in educational programs, providing tech-
nical assistance to other training institutions, and working in a
collaborative manner with all training institutions or agencies,
in a.complimentary fashion. !n order to make such regionally based
programs compatible on the national level,studies such as the one
proposed by Senator James B. Pearson of Kansas should be carried out.
The study referred to is Senate Bill 1354 introduced March 24, 1971.
The title is "Model State Code" and the bill is an amendment to the
Public Health Service Act. The purpose of this amendment iS:

"(i) to expand the role of theiallied health professi-ors in meeting
the health care needs of the Nation; and

(2) more effectively to utilize the services of individuals
engaged in such professions; .the'Secretary shall prepare, and distribute
to the States, a model code on licensure and certification of persons
engaged in the allied health professions.

..
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The model shall:
(a) define the various occupations and specialties in the

allied health professions;
(b) set forth educational and other qualifications (training

on the job) required for licensure or certification in each of such
occupations and specialties;

(c) describe the duties and responsiblities of each such oc-
cupations and specialties and specify the type of supervision
(if any) required in the performance of such duties and responsibi-
lities. 1110

As stated by Perry, "One avenue is certain: action is required.mil
In order to make career mobility a visible and accepted part of
meeting our health manpower needs, each of the points in this article
must be acted upon and ultimately coordinated by programs such as
the regionally based university centers and the model state codes.
Making realities of these concepts is the responsibility of practic-
ing professionals, educators, and students.
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TECHNOLOGIC CHANGE AND MEDICINE

Clement McDonald, MD
Regenstrief Institute For Health Care

Indianapolis, Indiana

New technology produces change. The entire social and
economic fabric of a nation was changed by the invention of the
automobile. The direction and degree of such change have generally
escaped prediction. Witness the turn of the century observer who
cheered the advent of motor vehicles because they would soon end
the terrible noise and odor of horse-filled streets.

I do not pretend to be better able to predict the future results
of medical technology. Rather, I hope to point out the circuitous
path that a technoloyic innovation may follow to its ultimate results.
In addition, I will describe in some detail the technologic innovations
now changing the face of medicine and those that lay on the horizon
with particular reference to their impact on manpower needs.

One can view medicine as a fairly well defined subsystem within
the larger social system of the nation state. Technologic changes
within medicine have effects which-interact variously with the sub-
system, the entire system or both. In particular most medical
innovations will have three levels of effects. The first of these
are the planned biologic effects or purpose of the innovation. As
an example, consider Thalidomide. The drug was developed to serve
as a tranquilizer for pregnant women. At the second level are those
biologic or physical effects which were not planned and only appear
at the leisurely pace of biology, i.e. the malformed limbs of
thalidomide babies. The thiro level contains the social effects, the
social response to the biologic effects. In the case of our example,
public outcry and the creatiom of a stronger FDA -- which in turn has .

impact on the very technologic system 'Filch spawned it. From this
point the chain of effects continues: irug development is impeded
or the cost of drugs g.ies up reducing their accessability to perhaps
-he opposite: more useful drugs uncovered by careful attention
D animal experiments.

Thus,we find ourselves less and less able to predict the ultimate
consequences of an innovation the further we get from its inception.
One could not even guess the ultimate consequence of a longevity
pill: a society of the very old who eventaully die out because
they slip beyond their reproductive years or perhaps the opposite:
the ultimate population crush.

p:14.7.:a



Let us look at the effects of technology on medical manpower.
New technology may increase manpower needs in two ways: (1) by,
generating new job slots for those who are to operate and maintain
the machinery of ft: new technolgy, i.e. external respirators spawned
the respiratorycare technician and (2) by increasing consumption
of products (or services) as a result of increased quality, better
availability or decreased prices made possible by the introduction
of new technology.' Today whole batteries of chemistry tests are ordered
as routine admission procedures because of their low cost, and
blood counts are ordered much more frequently because the new count-
ing machines provide the results in a matter of seconds.

Forces also work-in the opposite direction to reduce manpower
needs. First, new technology often allows fewer people to produce
more. A,single technician with an automatic cell counter can do.the
work of ten using microscopes and pipettes. Second, positions are
eliminated. Convenience food distributors have eliminated the dietary
kitchen in some hospitals. Pre-cooked frozen meals are delivered
to the hospital daily at a cost which the hospital often can't match.

A Look at the Technology of Medicine

Medical technology can be divided into two broad categories.
The first we will call diagnostic and the second therapeutic technology.
Computer technology, which we discuss separately, applies to both.
We look at them in the order stated.

Diagnostic technology can be further divided into that which
involves the creation of images -- diagnostic radiology, radioiso-
tope scanning, ultra sound scanning -- and into that which involves
the identification or quantification of a molecular, serologic,
microbial 'or tissue species -- including the traditional departments
of clinical chemistry, serology, hematology, and microbiology.

The major advances in radiology have beenin the technology of
contrast studies. Such studies provide x-ray visualization of
bodily structures by filling them with contrast media, i.e. iodinated
dye or air. Examples abound: Cerebral sulci and ventricles all
clearly outlined by insufflated air, the chambers of the heart se-
quentially lighting up as radio-opaque dye makes its passage from
the venous to the arterial side, the digestive system solidly
opacified by ingested barium. The advantes have been made possible
by the development of image intensifiers, improved photographic
emulsions and x-ray sensitive phosphors without which the dose of
radiation and dye for most contrast studies would be prohibitive.

Radioisotope scanning provides still another method of imaging
body parts. The great potential of such scanning is based on two
simple facts, 1) for every organ there is a biologically active
material which seeks out that organ exclusively; 2) almost any com-
pound can be tagged with a radio- active emitter. When the appro-
priate tagged compound is injected, the target organ is visualized
by means of a scanning scintillater counter. However, despite the
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theoretic simplicity of such a scheme its application has been limited
to the thyroid gland until very recently. The thyroid was an easy
mark because of itg ability to highly concentrate a safe and avail-
able isotope (1131) and because it is a readily accessible surface
organ. The development of much more sensitive scintillation tubes
and special isotopes were required to bring the field to its present
day flowering. At present very useful but unstable isotopes can be
generated on site from their more stable but less useful forebearers.
Brain, lung, liver and heart scans have become routine hospital
studies -- they provide a non-invasive means of detecting tumors
of the brain, embolic blood clots in the lung and fluid accumulations
around the heart, respectively. On the horizon is an every broad-
ening field of target organs and isotopes. The speed of scanning
is now such that dynamic studies are practical._ In particular, one
can study the flow of cerebral spinal fluidrtirough the cerebral
ventricles and of air through the bronchial trees.

Ultra sound (sonar) imaging techniques have not made the impact
predicted five years ago. Such techniques are based on reflective
nature of organ interfaces to sound waves and possess three wonderous
assets: 1) The ability to provide images of soft tissue organs; 2)
The potential for three dimensional visualization; 3) No tissue
damaging effects in contrast to radiation. Sadly, Nirvana has not
arrived nor has ultra sound fulfilled its promise. There have been
two main technical problems: The echo from the skin surface dominates
and obscures the internal echoes being sought. There are intrinsic
resolution problems with the relatively long wave lengths of the
present sound generators. However, there is hope, particularly from
developments in the study of surface waves and optical holography.
The meager successes include the visualization of the fetal head
position -- but a very rough image indeed, determination of the posi-
tion of the brain's midline and characterization of mitral valve
movement, The latter two applications, however, yield a graphical
pattern rather than a true image. One additional application.of
ultra sound has great promise because of its simplicity and the
common plague to which it has been applied, that of deep vein throm-
bosis of the leg. A sonar wave is bounced off the deep vein of the
calf while a tournequette squeezes the leg to produce blood flow.
The amount of flow in the vein is measured by the doppler effect
on the sonar echo. Decreased flow impliesan occluded vein. In at
least one study the accuracy of this simple bed-side method was quite
good.

For the non pictorial diajnostic services automation of existing
measurements has been much more important than the development of
new measurements. The clinical ghemistry and hematology depariments
have carried automation the farthest. It all began with the; develop-
ment of continuous flow analytic devices about twenty years ago. Such
devices operate like an assembly line. The consist of an iter-
connected network of glass and plastic tubing along the length of
which travel samples of serum separated by segments of diluent. At
each of a series of stations the sample is mixed with reagent. The
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final station is a reader colorimeter, which quantita-
tes a serum constituent acct.., a color gent rated by the
previously added reagents. rent development has been that
of the multichannel analya. ic, consists of interconnected groups
of analytic machines. Drast.,.. cost reductions have resulted since
twelve channel machines require nc more manpower than the old single
channel device. Sixteen dollars ; an average price for a battery
of twelve tests, though some ma, a, :abs charge as little as
six dollars. Such prices compar .sixty to eighty dollars for
the same tests done singly. A SweL. Jimpany builds a twenty-four
channel instrument which will process 120 samples per hour -- a
total of 2880 test results in cm hour. An Oregon based laboratory
sells this battery for around eight dollars. A British firm is
marketing a similar high capacity machine for only half the price.
Obviously the trend will continue toward higher volume and lower
priced tests.

Entirely new technologies are also being applied to automatic
chemical analysis. The most promising has evolved from the AEC's
interest in centrifuges. Centrifugal force, rather than pumps or
pipettes moves and mixes specimen and reagent. Clever design of
centrifuge heads has also allowed for filtering, dialyzing, and
sedimenting the specimen. .

Trimsparent chambers line the periphery
of the centrifuge head where a fixed colorimeter or spectrophotometer
akes its measurements as these chambers spin by. Commertial models

are available but require more development to reach their full
potential. Such devices have great promise however, because of their
very high speed and their potential for multichannel development.

In hematology, a 35,C30 dollar device drinks an unpr cared
specimen of whole blood. Twenty seconds later it prints tne white
count, the red count, hemoglobin, hematocrit and red cel ndices.
Each of the measurements is done in triplicate with a voting circuit
which discards a value if it does not agree with the other two. The
economics of such a machine are obvious. If kept busy around the
clock such a machine could do blood counts for nickels. In practice
commerical labs charge a few dollars, but this compares with fifteen
to twenty dollar charges when manual methods were used. There are
machines for automatically differentiating between and counting the
common species of white cells and for automatically determining the
prothomhin and partial thromboplastin times. The most clever of
these latter machines makes use of a powdered magnetically acti'.e

compound to achieve extraordinarily precise endpoints. The pow-
dered material is dispersed in a drop of plasma situatci cc a strip
of clear plastic. A magnet spins beneath where a photosensor awaits
the passage of a light beam, blocked by the translucent slurry.
Clotting is initiated by a drop of calcium solution and the timer
is started. Fibrinogen is a long molecule along which the magnetic
particles align themselves. The fibrinogen molecules are thu., acted
upon by the spinning magnet -- and they too spin in harmony. These
diverishes polymerize very rapidly as a result of th.ir mad waltzing
through the serum. Their movement traps all of the remaining magnetic
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particles, forming a tight knot of fibrin and iron compound. The
light beam passes through the now clear serum, registers on the photo
cell and thereby marks the endpoint of the clotting process.

As is obvious these machines have reduced the manpower needS of
the clinical laboratories. However, they have not dramatically
influenced total laboratory staffing nor have they yet exerted
their full _influence on manpower needs and costs. The
reasons for their minimal effect on laboratory staffing are many
fold. The labor force freed by the new technology has been used to
provide additional services or to undertake developmental work.
But most important is the fact that in most hospital labs a dis-
parity.exists between the capacity of these machines and the available
work load. They are largely under-utilized.- The greatest impact
of these machines will show when hospital labs are forced to merge
or share facilities in order to maximize the ecoribmic advantages of
such machines and to meet the competition from commerical labs some
of which already enjoy economically large work loads.

Of different consequence from the above developments are the
emerging techniques for measurements of microgram quantities. Their
first application has been to hormone analysis. A known amount of
tagged hormone is added to .a binding substance with high specificity.
A specimen with unknown hormone content is added. The amount of
radioactivity displaced from the binder 1st proportional by the. law
of mass action to the quantity of hormone in the unknown. Even more
elaborate versions involve the use of specific antibodies as binding
agents. In clinical research laboratories such technology have been
'applied to the pituitary gland hormones and all of their hypothalm,c
releas.ing factors. The workings of the ipituitary, the master endocrine
gland.,.,are shining with a new clarity. From this work alone, new
disease entities and standard clinical uses of the assays are sure
to betdefiDed. A whole host of biologic compounds clothed in ob-
scurity have suddenly become susceptible to precise analysis. The
potential of these techniques has only begun to be tapped. As was
the case for radiologic contrast studies, these assays will generate
new work and increase manpower requirements.

Therapeutics

Therapeutic innovations can have either positive or negative
effecti on the medical work load and secondarily.on manpower needs.
Certainly, the development of vaccines and antibiotics has reduced
that work load -- at least in the short run. The polio vaccine in
a sing,le_swipe eliminated the years of nursing care and rehabilita-
tion required by victims of paralytic polio. In the long run, how-
ever, net utilization of medical resources may not have been re-
duced bacause illness has not been conquered by the development of
vaccines; it has merely been transformed. Whereas acute infectious
diseases were the killers, now chronic diseases such as kidney failure,
cancer and vascular disease 'have taken their place.

There is no need to recount all of the_pharmacologic advances in
the past two decades. .The development of antibiotics, blood component
therapy,. hormone replacement and new immunizations have been the
most important. However, we have reached a point of diminishing
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returns. There are few known infectious diseases for which a vaccine
will have significant impact cn the utilization of medical care in
the USA. Hepatitis is the one exception since it has relatively
high incidence, forty to sixty thousand per year, with a significant
morbidity and mortality. We can expect a hepatitis vaccine in the
next few years. Development of bacterial antibiotics has c,ily kept
even with the emergence of resist strainsfor the past ten years.
That balance of power is unlikely to shift.

However, we can imaginepharmacologic developments which would
have dramatic impact. One such would be the development of a safe
broadly effective anti-,rival compound. The seeds for such a develop-
ment exists. IUD is effective against Herpes virus infections of the
cornea and Amantidine is effective against influenza virus if given
before .the symptoms develop. Drugs have been reported to ameliorate
generalized vaccinie and small pox. For appropriate therapy virus
isolation and identification would be necessary. An explosive growth
in viral culture labs with their requisite staffing-would be a certain
consequence of such a development. A dramatic reduction in acute
hospital care could be expected.

Though the veritable cream of the vaccine crop has already been
skimmed there are remarkable possibilities yet available for vaccine.
Our definition of infectious disease may be all too narrow. There
are bacterial organisms which can't be cultured by routine methods.
Many viruses can't be cultured at all. Strange sounding animal diseases
such as Scrapie and Jagziekte are caused-by viruses and resemble
multiple sclerosis and alveolar cell cancer, respectively. Mycoplasma
bacteria cause-an arthritis in animals that is similar to rheumatoid
arthritis. Recently it has been shown that a slowly progressive
neurologic diease of children is actually a peculiar form of measles
infection. Viruses are likely to be the cause of many forms of
cancer. If only some of these links between infectious agents and
chronic disease can be established then vaccines would take on renewed
importance.

Electrical and Mechanical Devices

Electrical and mechanical devices are for the most part important
only in chronic disease in additon they usually are palliative rather
thah curative and tend -to extend the life interval during which a
patient needs close medical supervision. In general they increase
the comsumption of medical resources and increase the requisite medical
work force. Among such devices are: Extra corporeal renal dialysis,
respiratory assist devices, portable liquid oxygen dispensers for
constant ambulatory oxygen therapy, cardiac pacemakers, cardiac assist
machines to carry on .a portion of the pump work of the heart. The
machine which has raised the greated ethical-social questions has
been that used in renal dialysis. The cost and manpower requirements
for dialyses programs are enormous. Medicine has been forced to
choose between the candi'd'ates for dialysis; it decides those to live
and those to die. Emotional and economic resources of the family are
drain0 by such protracted treatments which often require constant



supervision by family members. Respiratory assist devices have also
raised new queStions. A brainless body with a pul:.e can be main-
tained for weeks by artifical respiration while the pysician and
family wince at the folly of their efforts but hesitate to admit
the man's death by turning off the machine.

Under development at the present are: Permanently implantable
hearts,lungs and kidneys. But the obstacles to their use are high
particularly the inexorable tendency for blood to clot on any
foreign surface. Furthermore, the rung and kidney have roles aside
from -he physical functions for which these implantsare being de-
signed. More useful may be the work on sonar object detection for
the blind, the limb equivalents for the maimed.

Manpower consumption and news worthiness seem to be partners in
the more remarkable surgical developments. The prince of these is
the heart transplant. However, despite technical successes, effec-
tive heart transpl-ants await the unravelling of the complex immuno-
logic apparatus which destroys the transplanted heart. A great
success story can be told about corneal transplants -- probably as
a result of the isolation and bloodless state of the cornea. Kidney
transplants have been ,relatively successful -- often providing five
or more years of happy and productive life. The lung, liver, pan-
crease have been transplanted, but they have been short lived.

Plastic components have served the cardiovascular system well,
Dacron aortas and Teflon heart valves quite effectively serve their
respective roles. .--The coronary artery by -pass may become a very im-
portant operation. Twenty-five percent-of our population dies of
disease of the heartvessels. By-pass surgery provides a route around
obstructed portions of the coronary vessel. Unfortunately, 20,000
of these procedures have been done before the evidence is in that
this operation does fulfil! its promise. The capacity for "make
work" can be infiniL= in the field of medicine.

Computer Application

The most important fact to know about computer applications to
medicine is that with few exceptions they have not been blessed with
success, and most exist only at the mercy of government granting
agencies. Enthusiasm and promise hover around every computer pro-
ject. They have generally underestimated the complexity of their
targets and of the costs of development.

Most of the large computer-medicine projects now in operation
are remarkably inflexible. This is so because a large system may
require two to three years of programming. Most changes in the
systems environment require re-programming or additional programs.
Programming and de-bugging is alwqs a slow process and it can be
even slower if.a new program must mesh ti-ghtly and interact wilth a
complex set of extant programs -- especially if service and functions
must be maintained while the progremm\ing and de-bugging goes on.
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The promise of reduced personnel costs is rarely kept. One of
the intensive care monitoring systems requires additional staff --
specialists to run the monitoring terminal. What is gained in
computational efficiency is often lost in data entry errors. Whereas
a human clerk would not enter Smith's data into Jone's chart just
because they were accidentally given the same number, a computer
could do this without compunction and create man-days of work to
uncover the foul-up.

As implied above few medical computer systems can be economically
justified. The standard business applications such as billing,
payroll and inventory control are excepted. Clinical laboratory
computers come very close to justifying themselves. Indeed the two
largest commercial laboratories, with only economic incentives, both
employ computer data collection and reporting. Four companies have
developed computer systems tailored to the clinical laboratory.
These perform such functions as direct data collections from in-
struments, the calculation of the final results on the bases of
standards and scale factors, the printing of the various work lists
necessary for laboratory operation and the printing of daily reports,
cumulative patient summaries and quality control statistics.

The interpretation of EKGs is another application close to being
economic. Costs are still somewhat high and there is a significant
rate of rejection of tracings because of technical factors such as
base line movement or line noise or because the complexity of the
findings baffle the machine. However, at least one commercial
enterprise has begun to market a computer EKG reading service.

Computer diagnosis has occupied medical attention since at least
1964. Congenital heart disease, thyroid disorders, liver disease,
surgical pelvic disorders and epigastric pain have all been success-
ful subjects of computer diagnosis. However, no practical fruits
have been born of these efforts. Of special interest has been the
direct computer interpretation of x-ray images. Computer methods
are now able to recognize the cardiac silhouette and from its sil-
houette alone, classify heart disease more accurately than radiolo-
gists with the same information. The technical problems of auto-
matically recognizing x-ray shadows. are fearful. The heart which
happens to be sharply outlined by air filled lungs is by far the
easiest shadow to examine.

Total hospital information systems have been another target of
computer enthusiasts. The economic incentive to such developments
lies with the operating costs of communications and paper work in
the average hospital, up to 30% of the total. Numerous such systems
have been developed. ISM, CDC and Univac have involved themselves
in such developments, but, both the added expenses and the operating
restrictions imposed by such systems limit their acceptability.
However; ascomputer equipment becomes cheaper and programmihglan-
guages become more efficient the hospital information system is
sure to become a reality. A different tack has been taken by Ampex.
They have developed a hospital information system based on video-
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tape. All of the paper records of the are cored as high
resolution TV images_on video tape, where they can be indexed,
retrieved and duplicated electronically. Access to any hospital
record is immediately available by means of a TV set.

In the intensive care unit computers are being used to monitor
patients, the idea being that the computer would read physiologic
signals, predict trends and respond to those that appear dangerous.
The application was modeled after the success of computer process-
control in the petro-chemical industry. Unfortunately the important
physiologic variables (i.e. skin hue, behavior, blood pressure)
are difficult to automate as compared to the control variables
(i.e. temperature, viscosity) of the industrial applications. For
the industrial application a deviant trend can be automatically
corrected by automatic value or temperature adjustments. In the
medical environment no comparable solutions exist. The'computer
can only suggest to the nurse oephySician that an action should be
taken. As a result the effectiveness of such systems is minimal.'

Despite much promise significant computer usefulness in medical
practice is some years off and the effect on manpower needs will be
nil until then.
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HEALTH PROFESSIONS EDUCATION

Mark Berger, M.D.
Student American Medical Association

In his discourse, Kirkland described the medical student as a
loner. (1) He believed that the doctor to be, can no longer be
educated in a vacuum isolated from the other professionals with whom

must eventually practice. Interestingly enough, the medical
tudent is by no means a loner in this aspect of his training. The

pharmacist, the nurse, the dentist, the social worker and most of
the other so called allied health personnel are also educated in a
similar vacuum isolated from their peers withoutthe benefit of the
team approach to the delivery of.rhealth care services. Competition
is learned rather than the badly need cooperation,

The coining and use of the phrase ".The American Health Care
Crisis" and the developmentof new health manpower catagories - The
Physician-Assistant, the Pediatric Nurse Practitioner, Nurse Mid-
wives, etc., helped to change the focus of many funding sources from
biomedical research to research in health care delivery, health pro-
fessional education, and the utilization of health manpower. Studies
are-beginning to show the gross inefficiency of medical practice as
well as the reluctance of many practitioners to delegate responsi-
bilities to "lesser trained individuals." (2) Al-though some studies
indicate the willingness of physicians to employ assistants, their'
lack of knowledge on how to do so efficiently and effectively is
well based in their training as a loner.(3)

t her interesting spot light is being cast on health profession-
31 educ, n, At almost every commencement exercise, the key note
speaker et., asizes that even thouc'l graduation is about to take place,
the educational experience is not ending, but just beginning. Fed-
eral legislators reinforced this attitude by passage of laws estab-
lishing the Regional Medical Programs designed to increase the phy-
sician's awareness of advances in the field of the four most major
ailments of our populace. Only-recently have these programs en-
couraged participation by non-physician health professionals. Why is
this the case? Don't nurses need to be kept aware of the advances in
the treatlilent of stroke? Don't pharmacists need to be kept aware of
the advancin the chemotherapy of cancer?

Medical societies quickly moved to the establishment of self-
achievement awards a;..d now to membership requirements of 150 hours
of approved continuing _education participation during each three
year period of membership. no nursing associations have the same
requirements? Do the dentists; the pharmaci4ts, etc.? And what
would be the value if they did? George Miller, M.D. at The Center
For Educational Development at The University of Illinois, Clemet
Brown, M.D. at Chestnut Hill Hospital in Pennsylvania, The Postgrad-
uate Medical Institute of the Massachusetts Medical Society and many
others have questioned the value of routine continuing education
programs. What are the goals of these programs? The commonly accept-
ed goal is to improve patient care, the quality of which has, in fact,
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never been determined or universally accepted. Currently many pro,
grams are being linked to patient care evaluations and attempt to
improve patient care on a pre-and post program evaluation basis.

Education programs themselves are coming under fire. Students
of all ages in all health professions will no longer tolerate pas-
sively sitting in lecture rooms for hours on end listening to out-
dated trivial material that is "important". Few health educators-
are trained in educational methods. The effect of poorly trained
teachers on a student's ability to learn is well described in Post-
man and Weingartner's book, "Teaching As A Subversive Activity". (4)

Teaching and learning can not be equated. Learning is an active
process in which the learner must actively be involved in the.plan-
ning; implementation, and evaluation of the educational experience.
This statement although widely accepted by modern trained educators,
is one of the most ego threatening changes faced by the modern health
educator. Learning has been defined as a change in behavior, yet
rip one is sure exactly how the human mind learns. Experimenters
are now pursuing a better understanding of learning and conferences
are being devoted to the methods of education and the ability to
change participant attitudes rather than simply facts. Studies of
terminal behavior as determined by observation of patient received
services are being carried out and may help to deterMine the methods
and content, of future training programs. (6) Health professional..
education is beginning-to lean away from the aloofness of the ivory
towered institution toward a more community oriented "on the job
training" type of education.

The concept of a horizontal and vertical ladder of success is
beginning to demonstrate fheneed for equivalency testing and
general switch from a time oriented education to a competence oriented
education. This is complicated, on the one hand, by the shortening
of the physician's formal training and, on the other hand, by the
lengthening of the formal training of other ailied health personnel.
Degree granting nursing programs increase a nurses training from 3 to
k years. Masters programs may prolong this by 2 more years. Pharm-
acy-students now must take 2 years of liberal arts training before
they start their actual pharmacy training; What effects will these
various time factors have on our current manpower problems?

As physicians are being urged to enter general or family prac-
tice, specialty nursing programs have been designed to train nurses
for intensive and coronary care units-, dialysis units, etc. Pharm-
acy students'are no longer content to work in corner drug stores with
soda fountains. Programs to train clinical pharmacists are beginning
to prepare the pharmacist to deal with the complexities'of drug use
and arug interactions. Residencies are offered to the graduate in
the use and interactions of steroids, of antibiotics and of anticoa-
gulants. Increasing generalization on one hand and increasjng_special-
ization on the other--what effect will this have on the health man-.
power problem?
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Although tnese inr ations seem interesting, enough time to
determine their true value has not elapsed. Yet, present day students
have taken another approach to the problems of health professional
education. The Jessee Report documents at length the deficiencies
of medical education from the studentsiviewpoint. (7) The report
expresses that medical student:s feel they are learning medicine
in spite of and not because of their medical schools and their medi-
cal faculties. If this devastating statement is accepted, then how
and.what are students learning? For the past five years due to a lack
of community orientation and a lack of truly-satisfactory interdiscip-
linary educat,ional programs, students of all health professions have
joined together in interdisciplinary community health projects. With
adequate supervision, students are actively involved in planning the
delivery of health care, in the problems of economics, of accessability;
of availability, and of the accountability of health care. More im-
portant then these is the experience of working with their peers as a
health care team where the doctor no longer perceives himself as the
almighty captain of the team. The interactions of the team members
coupled with their relationship with family units as influenced by
various socio-economic and environmental factors is beginning to
influence the attitudes of these self-educating health professionals.

The light of hope burns brighter but not bright_enough for the
health educators and the legislators to see. The messages of the
need for the team approach to the delivery of health care, the need
for learner appreciated relevance in training programs, the need for
faculty who are better trained in the methods of education, has been
answered by Federal incentives to increase the enrollment of health
professional students, As tuitions co tinue to rise, capitation
funding will not alter the method of education nor will it alter the
product of the education. Bigger school5 With more students will
only decrease the quality of education. Manpower will increase and
the distribution may improve through the law of supply and demand, but
is it appropriate and efficient to increase the number of health pro-
fessionals without having them learn how-to work together.
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MAINTAINING QUALITY OF CARE IN THE HEALTH PROFESSIONS

Philip Adler
Ohio College pf'Podiatric Medicine

Student American Podiatry Association

"The logarithmic growth of scientific knowledge makes possible
the estimate that the half-life of modern health information may be
as little as five years. The physician or health profis§Tonal who
goes longer than that without exercising positive efforts to continue
hiS education falls almost hopelessly behind his colleagues in
practice."(1)

Continuing education and quality of health care go hand-in-hand.
"The highest quality of health care depends on the integrity, ed-
ucation, and motivation)of the individual rendering such care."(2)
Anyone seeking the highest quality of care fOr the patient recognizes
this to be fact. Therefore, even though involved parties may not
be specifically mentioned, it is to be implied throughout this paper
that everything discussed may exist in or be applicable to any health
professions.

.

It is recognized that the present system for continuing.education
is not flexible enough for tomorrow's professional. Today the health
professional cannot protect himsei' y claiming "local" ignorance
as an excuse for negligence. The L its have ruled against geo-
graphic standards in malpractice .rases. Government, recipients of
health care, and third party payers financing health care may demand
changes in attitude toward continuing medical education, but the
law necessitates these changes.

Until recently groups such as professional societies and industrial
concerns attempted to fill an educational void with rare success.
They were handicapped by the lack of environment or atmosphere. Rather
than having the best teaching techniques and facilities, they
relied upon illustrated lecture techniques without the perSonal con-
tact so important to education, The health professional who attended

( informal gatherings was intellectually stimulated, but after
returning from the meetinr lost much of the impetus for continuing
the learnrng process.

Continuing medical edUcation (CME) can be Ofined as anythi
from exposure to periodicals, news media, professional interaction
groups, etc., to the definition used in a report of the Interprofessional
Task For:ce which was "...an educational process by which the prac-
titioner---Learner is provided with knowledge, skills, attitudes
and insights that will continue to increase his capabilities and
improve his professional cbmpetence."(3) There are many approaches
to fulfilling this latter definition: utilizing patient care as a
course of CME; formal CME courses; and Regional Medical Programs (RMP).
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Regardless of the definition applied, continuing education should be
a continuous, uninterrupted process. Weed suggests a systematic
medical record system be used to facilitate medical audit, thereby
motivating the practitioner to update knowledge and improve skills
so that better care is rendered to patients. The physician can then
utilize his work time dealing with patient problems as the primary
source of his education. Thus a physician recognizing what his
patient's problem is can utilize all available sources to solve the
problem. This type pf system requires that the physician record in
an orderly fashion the four phases (data base i.e. history, physical,
laboratory data, a complete list o-probleMs, plans developed for
each problem, and the follow-up) of medical action as they relate
to his patient. Not only is the evaluation of quality of care possible
through this system of medical audit, but the practitioner is en-
couraged to sekk out answers to questions which may have been overlooked
or forgotten.

The medical audit system discourages the practitioner from using
his memory in fulfilling the four phases of medical action. Just
as the practitioner cannot be expected to remember all pertinent
data, it is also logical that he may not knbw all the answers to
questions raised in the...case of one patient. Taking this point of
view it can be stated that '.'...provision for proper care to all the
people in the country will require much more intelligent use of para-
medical personnel and modern data acquisition and retrieval systems,
and recognition of the fundamental fact that 'proper care' and a .

meaningful and just audit will require a definite minimum of struc-
tured input of data at the historical physical, and laboratory levels."(4)

Another system relating continuing education directly to patient
care is suggested by Brown et al. The Bi-Cycle Concept can be
visualized as two circles: an outer circle representing patient care
and an inner circle representing education. Both cycles start with
the patient and his interaction wit! the physician-learner. On the
basis of data collected, rational decisions can be made effecting
changes in patient care which are then measured to determine if
improvements have occurred. Feedback necessaryfor constant change
is provided as patients' needs are met, new needs arise, or new
educational approaches become necessary. Success of the program can
be .determined by focusing on the patient and learner and,observing
whether the patient's needs are met.

On a more formal level continuing education requires controls
governing the type, distribution, and the quality of programs offered
The Millis Commission recommended that "...a newly created
Commission on Graduate Medical Education be established specifically
for the purpose of planning, coordinating, and periodically review-
ing standards for graduate medical edueation..."(5) In this more
formal program the university or medical complex becomes the instru-
ment through which the practitioner reaches his goal of patient's
health care-needs.
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Today there are thousands of courses offered by hundreds of
institutions ranging in topics from A to Z. Many of the courses
offered meet the requirements for accreditation specified by various
accrediting agencies. Needed now is the motivation on a self-imposed,
voluntary basis, encouraging the professional to take advantage of
these courses. Proposals have ranged from periodic relicensing of
professionals over a period of years with requirements for relicens-
ing being completion of a specific number of credit hours in con-
tinuing education courses, to governmental laws requiring participa-
tion in programs. Governmental regulation, however, might interject
political influence into the ,relicensing process.

An approach instituted by the American Medical Association is the
Physician Recognition Award which given to a physician who has
acquired a total of one hundred anu fifty credit hours of continuing
eudcation over a continuous three year periLd. -On the state level
the Physician of the Year Award has been established.

Many state professional societies have established programs re-
quiring'renewal of licenses. As previously mentioned, over a
specified period of time a health professi.1;11 must have acquired a
certain number of credit hours in formal, credited, postgraduate
programs to !.;e eligible for relicensing. Pe.rt of this postgraduate
requirement ,nay be filled by seminars provided by teams of teachers
.rom the state university who go to the rural areas to put on pro-
grams.' It has been suggested that interns, residents, preceptors,
etc..be allowed to trade places with the health professional for the
period of the course enabling the latter to take time off and giving
the former practical experience.

The RMP is another system being employed today to fulfill the
needs of continuing education. The RMP individualizes the procesS
of education, disseminating information from. the medical complex
to the clinician in the field.

The Network for Continuing Medical education (NCME) is a service
to medical schools and hospitals in the United States and Canada.
It is a television journal of videotapes sent to various institutions
every two weeks. The tapes are played many times during this period
just as a television broadcast. The health professional i5 able to
view a program of interest to him in a time slot that fits his
schedule. A T.V. guide is serf to the institutions in advance t, be
distributed to the physicians associated with the institution. fhe
NCME serves as a professional journal keeping the physician abreast
of new as well as standard practice.

Another experimental project is being tried making current,
Pertinent, and authoritative information available to the health
professional. The Dial Access Library is now in the experimental
phase. Toll-free phone Calls are made and tapes on various topics
are played at the request of the caller. The service, however, is
very expensive.
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The single concept film is now in the experimental stages. It
is a cassette type film which fits a projector with a built-in view-
ing screen. The films are six to twenty minutes long with sound.
They self-rewind after playing to enable them to be reused.

Also being tried are lectures and discussions with university
faculty on a regular basis. The lecture from the universi-ty is
transmitted to the nospital and listened to over a loudspeaker.
A telephone headset is used to communicate with the'other end. There
are thirty minute lectures with question--answer 'periods at the
conclusion..

Plans for the future include slow-scan television with lectures
in the classroom being viewed by health professionals in the hospital
or at home. nne advantage is that the cost of audio-tape per houT
is five doll- s as opposed to video-tape which costs sixty dollars
per hour.

One of the latest innovations being used by the pharmacist is
the computer programmed course. The pharmacist goes to a computer
terminal located in a medical complex and identifies the name of the
program he wishes to study. The computer presents blocks of informa-
tion and asks questions pertaining to the subject. If the answer is
correct, the computer goes on to another subject. If the answer is
incorrect, the proper answer is supplied.

The new systems being developed and tested are indeed the back-
bone of the continuing education process. It must be recognized,
however, that education is a very personal process, dependent upon
motivation, habits of self-discipline, time available, etc. What
are the needs of a full-time professional that have impact On ed-
ucation ? When a healthii5T6Wgional 4s confronted with a situation
which he desires to learn more about, he is strongly motivated by
the current interest. As time lapses between the motivation and
access to the material which he can utilize to teach himself, his
motivation has dissipated and the benefits- have lessened. Secondly,
tne professional would like to learn in most instances while at
home. He cannot always take time off from a busy schedule to travel.
Third, the professional needs some free time to relax in a quiet at-
mosphere. "Continuing education should not be classified as an in-
convenient, non-controllable nuisance." (6)

The facts indicate that a need exists for all types of continuing
education in order to maintain a high quality,of care. Questions
such as which type is utilized and when, how the programs are
financed, and what agency sets standards and regulations nave yet to beans:ered. With refei.ence to the setting of standards and regulations,
the Bennett Amendment to the 1967 Medicare Act is presentlybefore
Congress. This legislation as presented would establish at the
level Professional Standard Review Organization (PSRO) to improve and
coordinate "professionally recognized standards of health care." The
PSRO is highly endorsed by all professions, but not in its presently
proPOsed form. I must be the duty and obligation of each profession
to set standards within tnat particular profession.
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'Sf015ENT HEALTH ,MANPOWER CONFERENCE .

WORKSHOP ifl GROUP A HEALTH PROFESSION RECRUITMENT AND .RETENT ION

si.-§ the- consensus of thi_t group that the mains.objective of
this -conference, of foStering an iliterprOfeSSiOnal AWARENESS ,among_
health Sdiente students using-- the team 00e:oath for minority
recruitment and rétehtioñ, has been reached, as ' aVe the following
mandates and_ resolutiOnS-:

4)- 'Minty aS. wèll as -grOups have- developed a
more of th-e- total -04tu-ret and educational
Drollems that areencbuntered by miñórity groups in _pre-e

_
_ _l ,

=

:
-,edUe,

atilbt
2) The froiletS of (iiiotrty)-fectsitjeet

.

and retention ;_cannot
,bésolvéd bya grourS tiyart- ,not-_,-011:& up of rai'MIAJORJTYOF
MINORITYSTUDENTS't (all minority gtoUps oro,:antedl.

_3). AJ51--Ob1efV:Ofr:t-hit: COMPTi:tji dariflot be SO1 Veif i a per Lod
of two
Thêie is a définité need for a h_Seaal _-Confer-ente for

and 6.tentirAriu i ng:

of i-Obi ems dOnterrii-ti9 flhinOrIty grOup recrUit-
mént and -retentliori; Minorlty--groupt=_mu_st_ be represented
More fUlly_

:B. Specific .minority caucuses must be provided for at thi-S,
convention

'C. General- S-et-t-i_onS combining al 1 resul-ts from, ñiimôtity
CaUtUSeS.

D. indIUSlorn, Of all health related scientific fields
E. Increased duration, a minimum of one week

Better timing of said conference when educational coM,
Mi_t_tinents _will- -not- interfere 4 i -e. Christmas-, Easter -Or_
Summer

G. More- advanced potrfication'and dissemination of pertinent
material to conference Parti:tipantS

H Usage of 'resource people at inception of conference (thus
avoiding don of wOrk al-Te,6-dy completed

I. rollow7u0 includeihcludedisseñiinátioh of information to
(1) present conference participants; (2) future,partitis-
pants; and (3) toappropri-ate journals, publications
and agencies

J. Usage of same participants at follow-up conferences,
especially of minority group people.

r-
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #1- GROUP 8= !HEALTH- PROFESSION kECRUOMENT AND RETENTION,

The resource from which the health professional pool will be
draWn is the general pdOulation. A large segment of the pool will
be Self-selected. This ill leave underrepresented
certain segMentS of American Society which can be rectified by
spet-IfiC recruitment Measure-S.

This eetruittlient-effoet shOU14:1 be a jOint effort Of the entire
health profeSSIonal--COffifflUnity.

_The-WOrkShOp retoMMendt the:f011owi_mg-medhanLsMS_for the a_cCOM=
01=10-ffientof this task of ltete41iiileht'

1. The goal- of thi,S.-workSh-00 to i:ntreaSe_th-0,reCruitMent
_7_ and retention Of erithoel ty group StudentS_ in elf-health p_tbfeSsipOs.

Th=is, wOrkShOPfeeiS-thiS Oa-1 _may -136=bet:i achieved by an
expansion and-MOdIfIdatiOn of the existing "OrOj,ett _75" _prOgrarn-
or the creati=on n-Of a proj=ect., of STMOar intent and action to
include all health, prOfeSSions, We- feel- that the specific Merits

-of thiS type of project are:-

a) -Co=llection, of VhfoematAom about and analysis of-the
needs of the Pridivi-dUal. -

b) An informa=tion, service Made-avaitabie to the student i -n_

areas such 6S- Course seleCtiOn, adMrssi-on proteddreS,
costs, and_ sources -Of financial.aid-.

,c) Educational, VotatTonel and personal -counseling,serviceS,f-
to hel-p. -the student adjuSt to college at his optimum leVef.

d) Programs of tutoring and _help in develOing study
for acadeMit reinfOrcement.

e) Placement and referral to applicable graduate programs
andior referral- to employing health agencies,

f) Semi yearly or yearly foll,Ow-up sessions to monitor
students progress on the undergraduate and/or graduate
level ,

This prOject should be expanded to include the recruitment
of all ethnic mincrity groups into. all health professions, funds
for such programS should be made available throdgh Bureau of Heal=th
Manpower and administered through a "National Interdisciplinary
Health Council" composed of representatives of both student and
parent professional health organizations.



2,. 1 It the tt-e-brqf tetonirteh.ciatigh-:Of woe-kghOb: -that, Wheli-
"relted exclusively -otiitii_tfiiieriorqitiEo,, the control, and
-gui =dance of the will_ :be: tho,_:hand-s. ;Of

3. TN s workshop fie need, for the treat uon- orexpOhtiOn of commisttees on minority and re_ tent-ibh
at-bath-of sci=ence _tdhaO-1=§-

itheSe torninittee-, must ili'dilide.1-'-eb.l'e§-erfiati_rori of _the' minor -r.
group .COritt..iiiieet. Ona-iiiii)OH._t.Y_ group 'fiekl-ib, professionals -arid:.

--wheee-_-06§-t=ibt-e.-,_ tlitititd be ,i-intt edittt-it;p1-,1,:iiey,,,_ __
-,,-- ..

These toriinii-ilteel- -S:11.61-itti cooed i =n-ate ',the.i,it attii,_y_i= t5t,es-*Lth and
-d=raw upon: the ire0i.ift'ire*_6f._ ifrje, 6-5i046,0-eCi:H'ii-OtizOila-17 project referred
to above -and- :Ohyr:atihet :a hccable 1):0O10,06,1§-_--t

i ,,
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moRkW-42: :GROUP A-_ -'01s1SUMER- _StLF,-HEALTH

_ _

Def-i iron of COnsUmer _Self -Heal,-th: Responsibility of consumer- -to-
erStandi Seek, a_ hd family
eiviiasTiFs, -on prevent.i on;

Consumer !He-Stith. Education
The media ShoUl=th=b7e,, uSed- _convey general ipri nc I es
and 014 _Oit-1-6416=:services:-wiIthithe_ 't-hat

reiAfdrCeMeht-14-f0:04aity _s=i;#03:. 441

order ,hoiv-4; -660-tio =t sal th =programs
t,0-0 -"se_Saitie

't)(00-j-010-if
_ _

a mp7ernentat1,_
s

=fun Veati-ons-4COilifithSSTOir
P-rdfeSSI-ohel_ St-ddifattdirsi_ Ohs

School_ :SW-01s- should titrate
. of iteaChTh011ethOdt _WiPth_:-COnti-e-huoUS

re-i-h-fdheetiientv r
-2- RejnfOrCeitien_t__ tea-CherSiliy othe =r tealdherS

e-
ey -and-exp-afiSlon- -school,_

and
-4_ _Utt-11-260 trained-health- ,pertonnel who are peesebay

-hot par=t= :tifife---vol_Uhteer-S-

Foil OW -up_ and- iniptenierii--ati-on-:
approach _to the; -State education andltheah- departments_; localt school= 7boatztisi -and= PTA

- - Local -- -and" community action -(1-6, -Head- Start,
Self -He-10)1

eictenSibh =off ices

Emphasi-s should be -pl -aced on educating the consumer con-
cerning his hearth rightS.,

The consumer should- be_ -ihforthed- about his health- rights
including the following fal-Se -adVerti si-hg in "Over The
counter" dru-gs,_ laCk of uhiformi ty in label ihg laws, price
of treatment including fee .schedules, the right to question

heal th _professi-onal

(Fp] low.-=.up and IM-Plemeritati on:-
-- Federal Trade ComMission
- -Federal -CoMmun i cati Ong Commission
- -,Ralph ,Nader

Feedback from consumer
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II. _Education of Healthi'Practitioners-
A. Interdisciplinary Health Team Approach

1.. Health professionals _ should be made 'aware_ of each -others'
-roles through _ the following _changes in the educational
system:
a. *COMMon courses for ,.health professionals emphasizing

interdisciplinary .- interaction.
-b. Courses -designed to increase, students iknowledge of

the -professions for -beite-Litilliati on of skills
eg. utilization of podiatrist for ri_OWee
utilization of =pharmacist for drug reactions,
utilization of veterinarian, for zoonatic disease,
ie.

,

:trichinosis,
c. Sharing of clinical experience

_Ephysician, nurse, pharmacist
%4_10.0);

-"-'0.(ot 04-4, social -(Mater

r_nal, and
=

-0-,ciai60---.41-4-;;-, _4564040-#4- and physician teaM,
-ItCaWbf,ATabe:Oetoiatreo_il

d. Insérvice education on regular basis at the
*6-1U0-ri-01:076d:=_Ii#ali =revel

=B.

OW---up-- il-kpleMehta
--LCjislatioñ

=Ins
,.4'0e_of_eiSilOnal, Stitlfations
--Consurnjer r= 0-6 iv -§e6t_i 0-ts

th-eoUO--fheaith-ittildeht- teams

th-roug_h=
-Health praetittoner _S- ,diangaiEri: the =best understanding
of the consumer point of view by seeking consumer input
To the foilo,wi-h-Tt-
a. EdudatiiOndi jnstt tutidns

ctiee izdullitir-deterMinatitint
.,studen t action programs

*-b. UnsTñgbôdiés (eg -State- exami nl og boards=)
c,. :Leg i SI ti-oh

-.EOliOw Up _and- Imp l_emenati
t 1-at i Onc.--Educational -IInstitutions

_ _ _

ProfeSSi onal-. ASS_odlat ions
--consumer action groups

C. Heal th science school S -shoul d pl ace greater emphasis on the
role' of the practitioner as educator by:
1 . Emphasizing th-e phi I osophy of prevention
2. Including education- cOurses in curricula (ie. educational

psychology, and methodology)
3. Making continuing education mandatory
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Fol=1 -ow and -Implefilenati-on:
.Educational-

--PeOfeSki-ohal-,-Aktei-tratiOns
-- Consumer
-- State 'boards-

-Pol-it-itt Self ,Heal=th:
A. -Heal-th- professionals s OUltrhaVe-:an :impact upon_ the

process` to__ ensure th=at< ealli--needs-!are.MCe throogb:-
Of- -offi74-4tis--and;'board-_-rnember's

2-, -Eiclett-un_g_:,.0-0.----0-toti:-,on,-,-preOlit
.Questitlf,:_ipresen-t-enihh=a0.-tej--.._ -Consumer_

inCreraie-, consumer- iriVOKerifefit-
_ . an-§-th4;:_holo==

iron ::
al -ph{ ader
ro
onsiiMer--Interest grotiOt'_

Sp_etlial; `consumer== Problems
A. Calib-;----Carei==i6:-ttsof-a(e- groups

veajrAnd_'L;CrOs tittUral,
roug

a. = Satell4i ter-_heat, -__cente-0;=
b-, Local= `community`- organi zat=i_ons

Expanded _duties = and_ use= =of ;Para= rOfetkies-nal_k
506--re==4:060:0=wptofes_s--i-litiousE,-a :p_at*iprOfeitlonalik,_

OccupatiOnat--hCalih.-.6dUtatIO
_

`e--'iciUekti-Oned,_COnCerni_ng_-ToecupatiOnat

2. StUde-fitSi inV61V-64-11v -Olthlidudation of
wojekeetri-

C. Maternal and. chi ld =care

_Consumer Input into -SpeciAl patient treatment,
Coritumert .shourd-zhaVe input on politiCs- _relating, to
organ tran'Spl=ahts--,di_alysik and other
treatments.

E. COnsuthert should have input In: deterittni-ng_-health- -and
expend-i-ture pri-orities ,Heaft transplant-VS maternal
and Chi Id care)

Follow up and tmplementation-:
-- Consumer =input into rC0i-oval pratiningi boards

table _private- funding ie. foundat=ions and
voluntary _agencies
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,

'STUDENT 'HEALTH MANPOWER CONFERENCE

WORKSHOP'11 2 GROUP S CONSUMER SELF-HEALTH

'

intrOdUetion:_
. . inade-

quate
Th# paramount issue today in health _care is that it S -e
,----as a whole, and unequal or totally lacking aliOng--.minority =

sectors of -the.,p0pUTati-on._ For._examP/1e-, the time tag- between need
and delivery of health care_ is increasing. The .U.S. -i Want ,mortal,ity-
rate,_ih 1969 was :1_.:8.8% for whites and 3,21_% in. the minority races.
The national debate between public, -private and =professional sect,.,rs'
proceeds at a- 'snails Pace- toward an eventual ,health Cate_ deli-Very
system. What -can:_;be---dOne- in_rtht meantime to upgrade the quality and
quantity of health care in the country? ..There-_-erel±meny _potential
solutions Lo the problem. 'The,'PurOSe.'of,.-thTS-=_WOtkshOp is tO--con-
sider ,_:ithe consumer's role -i-ii,i_Wori.tiogl,h4taitt-ti-_=-taere.

The most important point to establish is that,.the-COnstiMer 'c ---,
health care services -shOU14-'have=ta-d-efTnito voice in :_health care
delivery. No longer is --an,=iffian16-Iat-e?-,,,obiect._ Today's
health care professionals the consumer. A _major_ , . ... . . _ .,_ . _

barrier to consumer interaction is basic consumer -ignorance- of the
present system. The -consumer in need of rhealth -tate,,doeth' t have the
!'keViAto- the cite, , That key is education. _ The consumer _Mutt nO* --- ----- -'----..::,.
only=!know=-basc hygiene- and health care procedures but he must _ know- --,',:,---:---,--
how to tep--thS-SyStem-of--:health---cere--deltivity:.', -I. CONSIUMER_.E.DOCATION

A. GoverriMerital Considerations
Problem vetW1-731issrWnental or misleading in some cases.

Recommendation: That legislation be enacted to protezt consumers
by ensuring that adverTisIng for health projects is not
irresponsible and misleading.

ProbiOm 112 Control of labelIng is done On a fimi-ted basis.

4-4

-fiecatiniendat iont: Legi 1atioñ should be enacted:
. To ensure that health products are labeled properly and

in such a manner that thet-consucher can realize proper use
of Ihe product.

_2.. To ensure precautions are included en marketed health products.
3. To remove the "GOandfathet cl aute" in over the_. counter drugs

from existing laws -so that health products Will be labeled
as to content.

Problem 113 Special interest lobbies inhibit pro§ressive governmental
action in public' awareness. (eg. tobadco lobby)

Recommendation : That equalization of outlay of funds by each
lobby be required by government. This would require disclosure
expenses on the part of each special interest group.

e ,

=

1- 4
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Several gOvernMental agencies adminiSter, ,programs for
consumer health and Orote Caon (_eg. HEW., Envi -ronmental:
Protection Agency; and -Price- and..Pay-BOards_). Fr Om_
the consumer point of view: thi-S-syStern_ fragmented

atteMp-t-tO--Jedudate and protect the consumer:

Recommendation: Greater coordtnati-Oh :and leadership
existing _programs facilitate implementation of educational
objectives._ A central: 06617dt:hat-Or of ptiblic health edudatiOn

_ _

heeded-,_
1.,

lerel.18 Consumer rights ,Upton treatment or entrance -to -hospital'
are_ almost= arWay-,-fieve :Stateit._

Recommendat.i.on_: A, statement -of _pati_eht_ rights should -be_ -required
to, treatment 017 adMi..SS-i3On, to a hOsPi leg,

a Jfe-ht- refuse !_-:*--i=:0-0

em #1- Mass fr)edla_:dan,_be_,the mosa. effettuve_ means to educate,
the :COSUMet -about 1ea 414 tare-. The -_advert the-
nedia_IS _nOW 441Steadlng- about products -,and_ Should
nOt_betO-4terated,. :iltelVer-ti,Si_ng__peactit-0 are harmful tO-
the._copStimet _whah__nrrnal feelings of people are _di-44irted,
to appear abnOrnie in.-Order_-to .expand- the .markets --for

lec_ onomi c concern yers_uS: patient
CO-nee

--,
-ift-cOiiieriehd,at-ironS-:-

1_-. t-idend public service announcements to ih-Clude-drUgS_,
cancedander abOrti_befi_ fluorid4:0'On , -fOot h-e-alithr tare -r , . __ __ ___ ,_

Oegnari4=-,, 40:_.,:ti-ital heallth-,,--C---a-re-;. ,- , _ .
Ensure -that -.0.uberv_i_de _announcements are rotated.
Fadettattli ,Sp_OnSoited- Tit p.r.ogt-,aeA:- -about all atpetit of con-
Sumer health dare -S_hoUld-be-iirded.
Make federal fundS- _available for tti -vate,_ _professional and
Other interested- groups to- use the-TV media. for consumer
education- ..._

Ensure that media is-Made available to both factions-of any-
heal-th-_related issue ,,eVen- though the iStUe or factjOn
is dOntroverSlal, =

6. Ensure that freedom -of thefpreSs is Maintai-ned to help the
consumer I-ha-Lien-de the :health care del-bier-8u Syttem._

Consumer Education-by Health Care Professionals
Definition. of "professionals": persons trained or being trained
to del iver heal th care

oblem #1` The professional, is inadequate in educating the consurner
because of profesSional economic interest, .impertonal
approadh, an unwillingness to answer questions, and lack
of interest in the preventive approach to health problems.
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Recommendations:
1. 1. -Delivery systems ShoUld-iemphaSi 'health maintenance rather than

fee if-or,eerVide as' repteSented by -health Maintenance Organization
2. The prOfeSSicinal Should_ be reSpOnS'ible for -broadening -the_

consumer's partitipatiOn in_-"inforMed: consent" in contacts
(off ice -di-agnosi s_ and management as well as *-

proCedUret.) by uSing-UriderstaridableterMinolOgy-, Outi
-choice-S_-Of treatment, etc.- A11- -eXperirterital -drUgs and _pro=
-eedurs must.- be fpresented_ such so -that there IS no de
liberate -MisrepreSentationr-of fattS_ given" to _patients (6:g,
-Ch kdatio women control .p i l 1 t -were used
as control.- group -and given pliadebo*--obUsing -approximately
;twentVr =Unwanted: -pregnant . The = doctor received. =fUndS-- _

usike§ea-rth! -the_ AvOriieti iland:-theUr =farm 1 i_es received:
-no-=eeParattbri)i.-

_ _

-More.=:1-kse-Should,-be -Matte --g_of u_Lcles;- or patient advOtates
.the- structure the --System,

roles =
- . _

PrObl eft ta Professional ,parent =organ] za -Ions and quasi -_,profesSional_
groups. eriCan= Cancer Society_ -, _National C=learinghouse_,
leukemia foundations) do -not -provide, suffittehti:ecy=--

ervi cps.,s

-1, The present _prOjraMS are adettuate= certai=n_ health
Oitobreititi to -Could=-=b-e:=broadened- i n stOpe.

2. Professional organizations ShOU1-&-take _in--COnSUMer
health e_duClati_06,-;b-y- participating =iihteed_r§d1=1:01=haity-
health 'fairs., services and eipert=i-se to
schools andriebitiraini-ti-eS and--direCting; (Ore attenti-on to'
professional students.
Present-_0011-cieS: of professional -OrganliatiOnt that arenOt
i_h -step-with- the iimeS..-Shoul-d betor-rie More re- levant to

conditions.- 1 n order_tO-diti.thiS- -these organizations
should make greater Lite of Stu_derit=prOfeSsionali Orgamiiati_Oris
which exi=st to break down barriers -between patient and-
-profettional Funds should be allocated -for this .purpose._

Problem #3 LaCk of interdiscipl awareness and -do-operatiort lin
'consumer education compounds the inability =heatth,
profess? cmals to _provi de total health are in a cOmmunity.

RecommendatiOns:
1. More interdisciplinary meetings such as -this conference

shOuld be spontored, not only on &national level, but-
on regional and international levels. AlSo, the 0-anther to-
partiCipants_at the cOnfereride should be increaSedin number.
This Would result in a exchange of ideas in comparing ad-=-
vantages and disadvantages Of different health syster.

_2. An UnterdisciplInary meeting of establ i shed professionals_
should- be organized and perhaps -could be facilitated by
student representatives whO have participated in these groups.



-Problem #4 -Ladk of -cut turally.--aware -heal th.--p-rofeSsiionals'ind,
especially the lack of _Minority health _professionals
limit the qUality and amount o.f,-- health ,care education'
available to minority COrikienerS-.- Thete _problems are
manifested In cultural and language_ di-fferetices._

Recommendation : -Greater efforts Should- be Made_ to recruit
and maintain _minority and_:-di-sadVantaged- Students in 'health
professions -Sehoolt,_ there_ should be a greater -effort made- .

to educate all -health professional : students as to the 'Culture*
and pebble-MS.-Of Ooptitation.S,-

D Consumer Education - Self Education
Definition of consumer: --those who need health-- Care regardless
of the abIlity-tO-1PaY,

1èm Ill -COnsuMfer- -,dlS-d-onterit. _with! health -dare_ ex -howeVeri,
the,==fOtUS=---'of tent -=,i*-61ther § ad=i:d-

_ _ .
_ . r

and -sorne--case-S. -the-

AedoMekendatibri*:
1. -14)treaSe--adefiliS*-ion-arid- encourage enrolIMent of- qualified

minority students
Sdholar-ShiOS- -should Made available by buti-negt in community
aheLhealth: dare=._ In -addition, profeônãl organi Zation'*-
Suth-a*-:-Aitierilfdati :Pharmaceutical --ASSOCIatiOn-,_ American
Optometric -A --o-o-Leti-oh* American Medical ASSOCIatiOn,_. Amen can
-Dental Associatiôh, Alfieri:tan- POdi_atry As-so:clad
°Ste-Oath LC :Med ical Assôcuatio, et-c. should :provide
scholarships t to Urban_-and rUral community péOplé, epecuafly
for munorituë S. _SChOlarShl-p* _Should rquire a pledge if
return service to that =_community for a .number Of

-years ôruncludë a -work-study _program that would keep -the-
studertprOfesSlorial- in close community contact -during her/
his year.-- of _edudation.

3. Health care prof-OS-Ion-61s Should_ Make an attempt to draw
community people- into their practices-, thereby -leading to-
a greater interest and a_ greater- awareness of their tom=
munityl-s--health problems tt also promotes dissemination
of knowledge and -understanding needed to _implement self-health

4; Some heal th care professionals Should recognize the -heed to .;

relinquish their present dominance of the health-care teaM,
So that other heal th care OrbfeSSizorials 'tan- proyi'de thei-r'
services to a full ,extent with possible Monetary -SaVi-ngt;
improved service, and better coMMUni-tatibh tO consumers.

Problem i #2 Consumer-initiated educationand service in he-alth care
is a vital part of total health awareness and can lead
to imaginative innovations which professionals may be
more hesitant to undertake. (Women's self-abortion
projects _using vacuum aspiration, etc.)
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Recommendations:
1-_, When community zprograms develop the1-e should_ be encourage-

ment by professional health OrgahrkationS, business and
government -rather than the -hatraSSMent which frequently
occurs.

2. .1 In addition, these organizations 'should entourage the
community to devel-Op these programs by making available .
public health vaccines, lab test kits, ett., especially
in areas where health care is unaVarlable.

_0e.6-151-6M .#3' Inequities health tare -ate. uniVerSal .
_

There are,
however, some groups Indian, -Black,

thê rufâl and urban poOr, ett.:*,-WhO receive
inadequate t-aeo=_oe--,no--co:r4

- .

get ofitMeridati.60:._ _

The awareness tnat there is 'heal_th-.41istrimi nation- atcor-----
in to color, se,, dr even abiLity to pay for educaton
shoyd lead y a rater êffOrt in these areas, in

order
rah :any, fiithè ecomeñdatibñ tb- solve

_Pr_obilettii-WoUld=trier inadequate but Wei--116.te, the -,existencefthis
he AtotOble-fri-:k

66151-em #k -Latk- of consumers' _awareness -Of their legal rights is
ser-i----o-rusiy affeetin their ability to retelj.Ve goad

, 'health -Care. _

ke dO ineidatibi consumers ififO rmett,as a matter of
practice what their _rights_ are in tile hopital, office, -pharmacy,
etd. so that they den-, tedei-Ve_'_betterr--health dare. -Health_ irights
include such fights as the right t-6. e=0:64 charts, to refuse
treatment., _ta--teteive.-doM6lete -knoWtedge: of a- -6r6b-terth and
treatment options before treatment is Started, and to have experi-
Mental- drugs and- p_r_OtedUreSi '1615_61-ed -6.S Sudh,.

U. COMMUNITY ORIENTED EDUCATION OF THE HEALTH CARE PROFEVIONAL
A. G-OvernMental. -ConSi,defrat ion

0-ebb 1 em- #1 PU1? c Heal th Service programs are for- the most part
depersonati2irig for the consuMer.. Thi-s si-tUation
perpetuates itself.

RedOrnmendati3OnS:
Impetus should be given to the develdpMent of public -heal th
service programs, emphasizing treatment of the consumer as

a whOle person without regard to economics of health
care practi-ce.

2. Foreign health systems have SuCdessful 1-y_ eliminated the fee
for service system; The government should publish reports
for health professionals regarding advantages and di tad-
vantages of this system.

*Note: a_definite inadequacy of this conference workshop is that Ob
minority groups or consumerwere present.
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Oblerri #2 Fn the p-aSt there has been inSUff tient CO-Operation
between government an_d health care -profestriont. This
conference IS an exaffiple, of goVerhinent, cooperation
with heal th-,eare profeSSIonals to study possible
delivery systernS.- -

. ,

kediirrendatiOn t---' Thi_S CO-Operation- betWeeri t he gOverrii-nent and the-_ _ . - - . - - - 0 L - L -.LP_r-Ofe-SS-1 ont. should :be encouraged and increased in the form of
_ _ ___,... _

-itioe-e COnferentes.-
.

.

-20-c--.- -,rat- 61164_ tdUcat-loitehd-L,totririiiinity ,,Eitication

P,Obliem #1 Fotkal--:ecltiCati'On.sof: the Tprofessional s-tees$6§ the
-scientific -andv; non= pieWOliat= Tand :- the profit -motive, .00,:.--
only rarely 1-iidt-UtleS--_ the -social --and5-Z1114-tii-, all _-4-S, rie_Ott-
-6.-f -=erre0.--re:4:06; 'MI:4' -:0-40.6.4-,-1-§,---.0.0.-0(5-1*--i: -1,,-norer6,-t-dL'-ehiptia§14-
,6ii. gi-27.-er-sviik-a-tIti-oty,ib 5 -§--. :tome- to 'er§tir'oe-e =teea-tricent- _of the-,_ . _
L;12,0001if-i-41g,==*=01-01*---7,0606n-,,

_Reco
.-

a
y---:mmendt .ons.___

,:---- riz . -(5-aea';e-of:e----176-ii07:1-i :fi_eiti§onnei _tiou-_--krc be used to bride illo , ---- 2--,1.. ___ _ ___,

Of
. .,,,. _ ____ .... _ L ..-_,,, - ,_, _ _§P 0:: -0 9 provide, -sawareness-=:,of iconumer' ifirobl.emt and_ -cultural-

differences; =-1-iji- thitiii;dailii4; _ailt-e et-4-4 --t -6 -th-eir professional
in d-51.!:_041-_--ti§; ,_--6; -pat:1=60f e-p-i.-:.-61-T-i-e7

-',"- 2.. -tkiStl-hg- Courses -ih__Sodio't.:e_do-fiomi,c-ewareneSS-of the consumer ---1
. ._ . . _. _ . _ _ -

should not be -ISOIate-0--:,f-r-OrtisaPpl;ltati_Ori, to the tethhi-qUe-
e--irdulUr.

_

3 Course tble r-_ i &I in §o d---i:_.64, e. C--. 64-1-Off-it -6;t a ei-ehe$ t- bot-1A be i-rdo-f-pOrated4ithih
-1,

()their course S: throughout- the educational
-,,,-_--.-

_ sequence of --t rain i-ii§::_,
;_t

, --; 4 , Peofes-ti oiatt-, obligation to :urd_ e r=,_-S,._ e. rVe. _d_ -a_ reat, should be__ --I--

eitiPhaSlieci- =thrOUgh, _a rfio ee -S-tfOngty" enforced :nation-et -Sei---y-ICe
-to-it-lit-1 it-OliOri t .

.--

c_onsumer -_,Edudation Of

O'r-ObJem #1 -there irig hOFOtiaI edudatibti_ of the_ health-- care- .pro-_,
fet Slone], --by t-WtonSuinerk :re-gardi'zhg,--donsUitee-heedt.
This education is left _ to the individual -interest and- =

duel Of the health care prOfettiohar.
RedOritiendat i ohs:
1. On-th,-job trained _ health workers '-from the community should

be used to facilitate Communication between consumers and
heal th- care peo-fe§§- Jona]

2. Consumer advocacy groups are beginning to force heal th care
professionals to recognize their responsibilities to the
consumer by pointing_ out present inadeOUadieS These groups
Should be rept;eSented- in heal th- professional organizations,
the proposed goVe'retient umbrella, health -agencies and inter:.
discipHnary health planning organizations.
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Q. S'peCialH_ealth___Prograirit

Special health programs can play an integral part in real
the .061 of increasing- the education and awareness of the health
Ordet Si:onal to the :health care needs of the ebtitnunity. An
triterdiSti=pl.iliary approach, as well as the removal of the profit
=140-jive from the del kierybf heatth care to the consumer can be
--Very Important in ,adhieving this gdal:

Interdisciplinary education, seminars and projects do exist,
but to a -very r :1;inii-ted__Octerit._ -Health oi=ofeStioiVral students, _ rather'ithan the -health professionals themselves, have been in the fore-
front of these prograrns It is the ---duty, of the heel th professionals
-,i4.-;61-itrii-hate---riii*.iiidOttlaftiditii:§, or ignorance -concerning what all the
Wealth professions can do_--tOgether--,t6-,h-e-10--:-016:-doeitUfnett, In this
interdisciplinary apoto6,:h-:_tO health all the -members of our profes-
siohál :Weolth__-tearitir a.more;t---oetkofete insight into the needs_
of the -COMMUnity. !f5.1-OgraM*'StrfaSSIng-1-the, interdisciplinary approaCh-
t-6::-=''fieb-ith care :( tttiaent-Aealth--,*Maii06We'r :tontel--_ente)_ shoad. be

The health OtOfe-S-Slfonal can ãlsô lèãFn alot about the COM-
=14U-nity -health= _needS.--5S- =_*-e-1=-1 s the-- donSUMee ,tieedS*-When th0 15e_o=fit motive is ;_re-i-riii-Vett.f+o-r-fpiheafithiCtife_:ciel-i-yery, The free crinit

different _InOde of colisUhier.-,-01-OfeSSi-onal interaction In
hëãlth care delivery which tries to eliminate the =Oft5f=rt motive

especially inte-fdrt-Ci=p)131-a-r_y -free- should be-
efiCOurage_d- and supported by or_gahizati_oh-S.

JournàIst,c pressures help point out shortages in manpowerant inêff,ciencues in the -heal-th-steifiverry- systems -; These pressures,
14: -turn:het-0- to make the-_heath=zoeofeSS-1ons-mo_re aware Of the COn-
sAidier- and the absolute need for an consumer-provider re-

àñ iliterd-i_S-C101-i_naily approach to health
.

Minority enrollment in the health professional institutions-
bñngs a new sense of awareness to the students, as wel 1. as the pi-O-=
fsona1s _Minority recruitment Should- be encouraged so that the
health care dellv_ery system can _receive the most complete input frOM

jdOmmu n y and consumer groups.

1.n many instances, the recommendations that have been made arenot unique to what presently exists. What is needed is a re-
rectiOn of energies which expand upon these activities.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #3 GROUP A INCREASING HEALTH PROFESSIONALS''
ROLE AWARENESS

Statement of endorsement for a Student Interdisciplinary Group:
The workshop on Increasing Interdrstiplinary Role AwarenesS

uFges the eStabliShtent-Of a national stutient--ha4rthgroup--
whose CoMMittment to improving health will tranSend the parochial
interests of the constituent professional groU0S. The ASSociatiOni,
should fOster interdisciplinary cooperation In the delivery of
health- care and hearth-edUdatiOn; and,d-OndUct TeSearchbri,the or-
OnilatiOn and financing of care and Method-S- of translating the
-concerns of the patient community int0--e-OettiVe-'health-Cate. rt
1§:Httioeeaavethat every group concerned with the delivery of health
,Care 'b& included in suh an assotu-a:Ton,,

S'tãtêriIeñt 15-tOblieMt

The following are barriers to role awareness that we, as an
hterdisCiplinary= group, have Idefitifi.ed-attottimon_tosall orofe§sioris:'

1. Overlappi,hg of 1=61-6S!by all prOfeSSiOnS which reads to
antagonistic feelings_

2. Lack of understanding about functional roles Of each profes-
sion by professions, students anditonSurbers

3. Lack of understanding about current educational Preparation
for health rOletby-prOfeSSiOnal ipractitioners, Students In
hearth -sciences and the consumer

)4. Hi-StoriCalry, thelatt of substandard edudatioh leads to
stereotyping_

5. Lack Of continuing edudation
6. Physicians fait to accept that other professions have skills

(expertise) that they dOnsi have
7. Ethical, political, legol and economic barriers
8. Lack of means to evaluate/Validate_educational programs --

lack of current standardization within professions
9. General sense of frustration from lack of public under-

standing about functional rores in each profestion (except
medicine)

10. General sense of underutilization of all professions',
11. All roles are sex-oriented/biased-
12. Lack of development of primary health care team; inadequate

comprehensive health care models

Recommendations:
Proposed mechanisms to overcome barriers to stereotyping
of health roles:
1. Publish an interdisciplinary information booklet
2. Hold more interdisciplinary conferences
3. Pressure government
4. Develop an interdisciplinary student group with membership

open to practicing professionals
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5. Exchange guest lecturers
6. Efetter use of educatiOnal journals
7. Integration of education among professionals
8. Make available 'as much interdiscipli-nary clincial training

as possible during the period Of professional education
9. Educate the public to:

A. higher expectations of quality dare from interdisciplinary
teams

B. accurate knowledge Of the services, and their value,
Which the Members of the" health profession can render

10. Bring gtudehts and practitioners together
11. ,Attempt to chiange attitudes of old practioners
12. interprofessional support of legislation
O. Attempt to reach minority groups - enceuragekrecruit excluded

groups a

. Initiate interdisciplinary clinical. training
Remove economit barriers and economiconbmic incentives t competi-
tion

. Removal of leo] barriers
bevelOpMeht of true dOMprehengive health team care
Siandbrdi2atiOn Of quality education-within- profeSsionS

19. Service rather than product payment orientation
20. LesS influence froM OutSide economic interest - (big busineSs)
Criteria for success:
1. betreased disease
2.,Optimal utililation
3. Optimal communication
4. Stabilization of health costs
5. Universal availability of services
6. Better educated public
7. Better referral system
8. Increased interprofessional awareness
9. More legislative to-operation
10. Existence of interprofessional information booklet
11. Existence of interdisciplinary student-professional groups

Proposed mechanisms for overcoming barr=i-ers to role awareness:
1. Publication of interprofessional information booklet.

Purpose of booklet would be to- increas# inter-professional
awareness of the total health team for optimal utilization.
A. WHO

1. Federal government to publish and research
2. Students, practitioners and educators to write

B. WHAT
The interprofessional information booklet should include
the following:
1. Present status of the health professions

- education available
- post graduate education and research
- facts on different professions
- range of services provided by each profession
- distribution and manpower needs
- preSent and projected roles

2. Results of this conference
3. Editorials from interdisciplinary groups on relation-

-ship of bisalth care professional fields



C. HOW
1. Form interdisciplinary editorial group
2. Seek funding from federal or private sources both' as

recruitment material and public information. No
advertising for funding.

3. Althdugh student initiated, professional parent
can be involved in the,publication.. It

should however, be studentdirected.
4. Distribution should include:

- all students and professionals
- career counselors
- educators of professional schools
- minority groups
- consumer health groups

WHEN
1. Planning to develop the booklet Should begin aS soon

as possible
2. Target 'date for publication - Jan. 1973
3. The-POOklet should be revised annually

E. TREND INDECATORS
1. Existente of publication
2. Is it distributed? (check with distributors)

.

1. Is it read and by whom? ( check by responses, positive
and negative)

4. It is fai-ly reflecting the content it pretends to represent
5. .1s it producing any changes; if so, in what direction?

Prbposed Mechanisms for establishment of a Health Education Center:
A. WHO'

1. Existing university health centers--administration, fatuity
and students

2. Joint interdisciplinary organization
3. Consumer input
4. Federal, state and local governments

B. WHAT
The health education center should incltde'the following elements:
1. Patient-centered health education via the team approach
2. A shared committment to the team approach to the delivery

of health care
3. Recognition and respectfor the education and functions

of each profession
4. Retention of the particular skills and philosc)hies of

each profession
5. Team-based education utilizing some of the same faculties,

facilities, .etc. ( less duplication of costly resources)
C. HOW

1. Incorporate existing schools into University complexes
2. Plan new health science-centers with interdisciplinary in-

volvement
3. Break downtraditional concepts and restrictions

D. WHEN
1. Health education centers are presently being developed;

more financial support is needed for such projects as soon
possible.
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E. TREND INDICATORS
1. Existence of interdisciplinary clinical- facilities for

clinical education
2. Existence cf more University Health Centers
3. Less duplication of services to patient
4. Setting up interdisciplinary health practices.
5. Less antagonism and competi -tion between professionals

Centralization of complexes of health care facilities
for the be-he-fit Of the patient

7. Maximum Utilization of each individual's education
8. Greater role satisfaction-less -role identity crises
9. Lets wasted effort between health professions and the

government
10. Increased quality in health education



STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #3 GROUP B INCREASING HEALTH PROFESSIONALS'
ROLE AWARENESS

Introduction: r-

Out _group did not feel the need to describe in-detail each
others respective professions The gtoup moved into immediate dls-
CUttion, on areas- to work on to increase tote! awareness among the
-00fetsiOnt: Thete areas =were Fisted- as dOMMuhitatiOns, financet+
increasing- publ iCHhealth, alAdWing,,peofesSionatt to serve,joint- heatth-professional housing 1:0C-hotpiAal and
61 *-0-; _OtWaiiit to Indteate- eilLidatiOha),..aWatenets,earty i n -formal

jatit_rhekih-#1*-Idet-00-eg, -avial=dhett Of.
health teams td-rot0;-OWatehe,
-t'i4dehtt deVe):$5068:,a of'jMedhahftiiit =-.4hith can se rve to 416r-ease_

awareness 46:
CoUtse-,open-to-all,,discIOITheS,orienting-ithiiii Iti:!heaUth-
-date- delivery sytteMS,, Such a _course= thOUtd be oriented
66v/6i-0-the-Ito-le of eath-,heafth-,care member.

/., Ihtetptofestlonaj social seminars
EXpanded: interdisciplinary ,projeces

A. Central gathering- lounges
5. Facul =ty awareness :projedtt_

.Combihed:_ellnidal experience
7. -MuLtiprofestion -ttudent' otgabilatiOn
a. Propaganda

The workshop makes the following recommendations :'

. Curridulum changet should be- initiated to integrate inter-
disciplinary role awareness in our fotrilal education,-includ-
ing the following:
1. CoMbined interdisciplinary clinical expe-rience
2. Courses open to all disciplines orienting them to health

care del ivery systems
3. Sessions drawing On speakert from related heal th and social

sciences

II. Expanded interdisciplinary projects should be created to include
all health and social disciplines, Appalachia, model cities'

1 I I Faculty awareness should be increased through the following
mechanisms:
1. Faculty Heal th Manpower Conference
2. More active participation in and response to existing
, programs of health education
3. Dissemination of information from student groups and exist-

ing projects involved with interdisciplinary role awareness
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----.--s-----

Investigation should begin to find the best means of establish-
ing a national student interdisciplinary organization

It is the opinion of workshop participants that a Student Health
Manpower Conference is essential in order to increase role awareness
of health science students. We therefore strongly recommend that
conferences of this'nature be repeated on an annual basis. In
future conferences, we suggest the utilization of faculty members
as additional resource people. We also suggest more interaction
with all resource people, to enhance role awareness.

Regional interdisciplinary conferences structured in a similar
fashion are a vital follow up for the national conference and
shall further serve to implement role awareness.



STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #4 GROUP A REGULATIONS AND RESTRICTIONS
PRACTICE ACTS, LICENSURE AND INTERNSHIP

The- lowing recommendations apply to- each of the -heal th professions.

I . Uniform Minimal=. Standards
V. National Boardiof-ExaMiners =shoUld- be established to

develovehdadMinItter ;National .=Examinations_ and to deVe17,..

'_uNIFORWMINIMUM-UNIFORM (UMS):
Background: :Nati=onal= examination -and_USS- Wodl
ettabliith, unifiirtiiity:_of-mni!nuriv-:requiriirehtS-for
prattlder%of 6,given ,-'heal-th-:Orofestkin-*thrOUghout the--
e4t,tew: OMs_ are to the ;Nati)::!naU ,Board-

andShoul' irelOotie;,0-U0=-etetii00itat- _

store' on -the e_gree:cregtmeati_
2. $tate:LiteriSUW BOirdathO4id!4_06:0*

-additional-**4UireriientS0hilt*:i
l -aw -ekaittlarid e-,baSii7forijteeitUre,.

-BatkgrOund:- ,t660= -Of =41T,itatet -WoUld-
fitiritati-retiordeity44H1faihureAbeiWeen staitt,_ _
thereforeHenhi4E4,freedoMOV46o0raphit-,10bility,

3, A health sprcifettiOhat -hadUng,:a:=--vall&:-Uotente-in-any-ittate-
and meeting-,the-zUMS:=shOUldbe: grahteda-=teirlporary iftente_,
any ,Other state_ -irfitliediatel4U0on-requett., tetivor=ary=

itehse -would- be, :Vali&ifor- one year ddr444-.whith- time- the
apOlicatit Shall==tWgiVehlhel--opportUnUty-Tto-Mett -theaddi
tIonaI -State reqUlreMentt.

Background_:_ This prOtedure facilitate -a--MO_re
effi ti en t -ut iti=zat i Oh- of' _ManpOwer =by el= iminati=ng un-

productive rag_ -t

if_ Equivalency Credit
Ail health -professions schools should, adopt reasonable and
form procedures of examinatii.On_ for equivalency -treat.

Background: Equivalency -credit shoUld: apply to eXpera
i &ice and /or- course work received institutionnst tutiOn
and/or program. This credit thduld hel-0- el imi_nate the
duplication -of many plateaus in_furthering education_ _

and thus increasing the effitienty of manpower develop
ment through increased mobility.

I II. Practice Acts
Federal legislation should be proposed to remove state practice
acts' restrictions on professional roles in interdisciplinary
demonstration projects.

Background: Many interdisciplinary pract i ce model s have
evolved from student projects, but have not generally
been tested by or in health professional schools or
in the private sector. It is felt that one major barrier
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to experimentation in ESTABLISHMENT-oriented programsit a medical-legal *HANG-UP. Therefore, removal oflegal restrictions wOuld allow manpower utilization
models to be .tested more freely;

ContinUing Education
Mandatory- continuing -education should be a prerequiste for
rel 'Censure,

Background: only through conti nui ng-educati on ofhealth professionals can their full potential be -realiqted!.
It is felt that _personal initiative- has not affected, _

all professionals equally and -there is a general
don__ t give a_i damn"- or "I dOtilt tee te so _I won' ttake time" attitude. _ Only -through- regulations, can

the ContinUing_ education needs of -prOfettiOnalt be Met:_
IAtershio -PrOgramt-
ATI--ilearth_._orofessiOnt- t1.iat _regUi-rei iftternshtp= lot= equivalent_, ,experience) goals of such programs. The'-internship skotil'tf then be objectively evaluated in
terms of oot-e----,oati-_ that appear to remain valid.

Many--z_kearth:PeOfes ions adopted the
internship requirement as 6---ihdcle-oVer from the
apprenticeship system of educ3tion. Throughout theevolution of the educational _process many-_out-
moded programs internship) :- have ,remained;
Through _re-examination of goals and actual: programs
it is felt_ that many -Change* could -occur which Wouldaffect both the cluality--and=raVailability of manpower,

,,,,..

I-
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TUDENT HEALTH MANPOWER CONFERENCE

=WORKSHOP # 4 GROUP B REGULATIONS AND RESTRICTIONS
PRACTICE ACTS, LICENSURE AND INTERNSHIP

_etbmmendations-:
'All health-professions should be re- evaluated and practice acts
should he continually updated.
V. The litensing body Of each profetsion shoul=d recognize

profestional qUalTfleatiOns- and
2 Uptinireapgnitibh of qualifications and abilities, new

rOlet and retponsibilitiet. shOutd-be delegated to the
exi-sting -heap ih peofeSsions.

3. thee should be MakimuM_Utili-Zation of existing qualifications

4. Where new toilet anclresponsiblitiet cannot be delegated
to eXIttiing_bealth_preifettiOns, new_'heatthrditciplines
thou td-be developed=.

All practice acts should-be nationally uniform.
1. A National Health Manpower Practice Acts Board should.be

developed.
2. The function of this board will be to design model practice

acts, to be di.stributed to respective states for suggested
incorporation into state statutes.
This Board should include two levels:
--An interdisciplinary Practice Acts Board - this board

shall be comprised of representatives of each health
profession and thejiiiffic; public representation should
be equal to that of one health Oofes-sion.

--Individual Professional Practice Acts Coards - these
Boards should be comprised of licensed members of that
profession.

. Accredited professional schools should be given =the authority
to grant students 1;censPs to practice in their . respective
professions upon satisfactory completion, of required programs
1. The authority to grant license and/or accreditation should

be removed as a function of existing state boards.
,. A National Health,Manpower Accreditation Board - This Board

should be comprised of representatives of each health pro-
fession and the public. Public representation should be
equal to that of one health profession. The function of this
board should be to oversee accreditation of health professional
schools so as to provide optimal health care for all.
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An Individual Professional Accreditation Board for each
profession comprised of members from that profession
should be created. The function of each board would be to
accredit their respective professional schools.
'Continuing education should be accredited by the In-
diviAial Professional Accreditation Board.

IV. Continuing education programs should be mandatory for maintenprice.
of health profession licenses.



STUDENT HEALTH MANPOWER CONFERENCE-

WORKSHOP #5 GROUP A HEALTH TEAM-ALTERNATIVE PRACTICE MODELS

Introduction:
The workshop on. health teams-alternative practice models con-

srSted of students of dentistry, medicine, nursing, optometry,
osteopathic medicine,, pharmacy, and podiatry. Although this repre,,
sehts a broad cross-section'of health team, the group was in--
evitably limited by the exclusion of other health related professrons.
bistUssiont concerning the health team might also indlude
social workers, nutritionists,health administrators, lawyers, clergy,
physical and.occupational therapTstS, among others.

A major part of our -discUstion Centered .upon defining our
professional roles. We were aM6zed at .our- lack of knowledge con-
cerning each other's profeSSiOnaI .rolesandtheir pTaCes in the health
-team: The consensus was ihat_underutrl rzation of profeSsionalman.
power resulted.from interdiscipfinary ignorante. This was especially
true of podiatry and optoMetry The expanding roles of the pharma-
cist and nurses.need further development and clarification, and the
similarity: between the osteopathic physician and the MD needs
amplification.

Our next goal was to develop a definition of the health team.
Following a protracted-debate we decided it is impossible to
establish a rigid team model. The composition of the health team
must be determined by the needs of the specific patient population.
Age, location, ethnic profiles, and endemic diseases are among the
factors which determine these population needs. The insoluble pro-
blem of delineating a health team model led us to a general defini-
tion: "A health team is a group of health workers organized to deliver
services to a.specific patient population". It seems ridiculous
to structure a health team until the needs of the patient population
are assessed.

,Since the components of the ttp,..th team cannot be determined
outside the context of the popul.,Ion to be served, our educational
experience must be correspondingly flexible. Each discipline should
develop an awareness of its own role and limitations, other dis-
ciplines' roles and limitations, and their mutual interactions; To
accomplish this, health professions education must be interdisciplinary.

Recommendations:

Our recommendations for facilitating interdisciplinary education
include the following:

1. The interdisciplinary approach should be utilized for the
study of patient management problems. An interdisciplinary
team of students should work together to develop a health care
plan based on an examination of the patient's specific and
multiple needs.
2. A system for exchanging clerkships at other discipline's
clinical facilities should be developed.



3. Conferences for health related professions should be
developed. These conferences could be local, regional, or
national; group prodess techniques such as simulation,
problem- solving, role playing, and film presentations
should be utilized.
4. Greater efforts should be made to draw on lecturers from
different health professions_ For example, a podiatrist may
lecture about the anatomy and function of the foot or he may
speak to the relatiOnships between podiatry and the other health
disdiplineS. This IS an important means of breaking down
interdisciplinary barriers.
5. Mutual clasSes or seminars should be developed around subjects
of general interest Such as nutrition medico-legal pro-
blems. Mutual classes based on the tr3ditional lecturefor-
mat are of little value.
6: A health sciences orientation aSsemb'y should be held early
in the school year so that the orientation of physicians,
nurses, = pharmacists and Other§ will be based upon the tea_m .

concept.
7. Interdisciplinary Student prOjActs .should be developed.
The greatest benefit of the conference has" been our inter-
action with the other disciplines conferring in us an awareness
of our professional rolet on the health team.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #5 GROUP B HEALTH TEAM - ALTERNATIVE PRACTICE MODELS

Direction of Approach - Definition of Health Delivery System
A health delivery system can be defined as inclusive of the

following fdur broad areas:
1 . Environmental
2. Health Maintenance/Disease Prevention
3. Acute Care
4. Restorative and Extended Care
These individual aspects are representative of current, past,

and future delivery systems_ In our analysis, the current system
Wi-thin these areas is fragmented and mjsdirdcted. An-alternate
model would ihclude the following functionel aspects, defined and
Mandated under ftexibie aSsumpt'ons dependent upon administrative
OrOtOcol.

RECOMMENDED ELEMENTS OF A MODEL HEALTH DELIVERY SYSTEM

I. Envi.ronmental Health.Recommendations:
1. Current public health service should be broadened to

include all-environmental problems..
This ineriiiive service should utilize all health pro-
fessions and related allied disciplines.
There should be a circular feedback mechanism to facilitate
interdisciplinary utilization within the- total delivery
model.

II. Health Maintenance/Disease Prevention Recommendations:
1. In the area of health maintenance:

a) Central interdisciplinary patient records should be
available to all professions.

b) Total patient care should be mandatory in each profession.
c) Interdisciplinary referrals are needed for total and

continuing patient care
2. In the area of disease prevention

a) Consumer education and interdisciplinary awareness should
be deyeloped on a national scale.

.b) Health professionals should be educated concerning their
rote in a continuum of consumer awareness, education,
and confidence.

III. Acute Health Care Recommendations:
At present, patient needs for acute care are met mainly in the

bio-physio-chemical area and are lacking in the psycho-socio education-
al area. All acute care should have equal emphasis in the two areas;
the interdisciplinary relationships should reflect this equality
of emphasis. Each group should rely on the resources of the other's
in the same way that physician specialists utilize one another's scope
for consultation. The continuum of scope and individual emphasis is
diagrammed as follows:
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IV. Restorative and Extended Care Recommendations:
Inherent within the given model is the assumption that areas

#1,11,111 serve primarily as portals of entry for essential diagnostic
and ev'aluative services. Upon determination of the necessity for
restorative and/or extended care, patient needs and model response
to these needs can be facilitated through, the position of,a "liaison"
source. The "liaison" source would provide:

1. A centralized source for appropriate level of care
2. Assignment of personnel to efficiently meet the need
3. Selection of effective setting for provision of care
4. Follow-up, review, and evaluation of patient need and

dynamic feedback generated through liaison source and
areas of care #I, II, and III

The liaison component of the model serves as a buffer designed
to determine the needs, desires; and requirements of the specific Popu-
lation and to facilitate the model's response to these factors.
The liaison source would be responsible for the following:

1. Cognizance of scope and limitations of the respective
disti-plines'and the overall model's scope and limitations

2. rhtorporation of indigenous persons as sources reflecting
community needs

3. Enhanced emphasis on psycho/socio/ educational needs in
providing extensive and comprehensive patient care within
the defined needs

RECOMMENDATIONS:

I. Interdisciplinary Respect
1. There is a primary need for interdisciplinary health
orientation at the most basic level, namely undergraduate
professional education. We recommend three phases:

Curriculum/Education. Required course material and problem solv-
ing projects should be constructed to enable several disciplines
to study and work together at the clinical level of their
respective educational programs.

Conferences. Continued conferences such as this one should be
held to deal with specific problems in medical care. In this
way the alternative care plans can be established and developed
on a continuing basis with nationwide interdisciplinary student
organizations. More psycho-sociological personnel should.be
included in future conferences to broaden the scope of the
discussion.

Health Planning. Community populations should be represented as
instruments of planning for interdisciplinary education. Any
alternative health system needs to be tailored to a particular
population-ghetto, migrant worker, Indians, etc. Exposure to the
community professional team concept should be established early
in professional education.
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2. There is also a primary .need to expand the team approach
idea to emphasize that all members of the team be permitted and
encouraged to work to their highest level of competence. In
this conceptual framework, educational and experimental manpower
resources are more .fully and efficiently utilized. This means
that functions traditionally assumed by certain professionals
must be allocated to paraprofessional-sand professionals who
are equally or more qualified through specific training to carry
them out.

addi-tion, more respect is needed between professionals
and paraprofessionals . It should be fostered at an early level
and continually strengthened through such projects as an Inter-
disciplinary journal, conferences, classwork, etc.

Finances
1. Capitation and health insurance which pays for social services,
preventive medicine, diagnostic medicine and out patient services
should be adopted in opposition to the existing system which
only pays for existing illnesses and inpatient services.

III. Legal Requirements
1. The legal definition of customary and expected medical care
should be expanded so.that an individual or organization can be
sued if appropriate preventive, restorative and psycho-social
aspects of acute care are not provided orare provided inadequately.

2. Consumer boards with the power to determine the extent of
services provided and the type and nature of interprofessional
relationships should be instituted so that service and inter-
professional arrangements will meet the needs of patients.

3. Acute care peer review should be instituted. The peer
review group should have legal powers and be constituted on an
interdisciplinary basis, with equal emphasis on psycho/socio/
educational and bio/physio/chemical professional areas.

IV. Regulations
1. The scope of our present public health system should be
enlarged to encompass an environmental health systeM utilizing
the health team, especially veterinarians, nurses, physicians,
socials workers and environmental engineers, with the.under-
standing that the interdisciplinary roles most qualified to
address the specific problem take the leadga responsibility.

2. Existing government and non-government agencies should be
formed into an umbrella group to facilitate team delivery in
an interdisciplinary fashion.

3. A liaison source as defined under the restorative and
extended care section of recommended elements of a model
health delivery system should be required before funding
can be granted for such a system.

4. All phases of the health team as described in the model
above provide minimal standards in social and psychological
services necessary for a project to receive funding.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #6 GROUP A HEALTH TEAM-INTERDISCIPLINARY
STUDENT PROJECTS

Recommendations:
I. "..ome mechanism should be created for the development of guidelines
on student project development into a comprehensive compendium of
information, which could be used by any groups interested
in initiating or continuing interdisciplinary student projects. We
envision this "cook book" to include a delineation of many of the
problems and goals of student interdisciplinary projects of various
types, as well as a very detailed text, including possible,solutions
and approaches. For example, a general problem of student pro-
jeCts is evaluation. In this compendium, =types of evaluation could
be discussed and the funding.sources for various pfoject-types
could be explained.

II. Some mechanism should be established for the dissemination of
this information, that is, a National Clearinghouse. As a result of
our collective experiences, we feel that the existing mechanisms
of information dissemination are restrictive and inadequate. A
limited "core" of people representing each health field receive in-
formation, while the majority of students are not aware (for example,
in large part people who are considered to be "core" individuals,
received applications to this conference). The general "private
ownership" of information which is characteristic of health pro-
fessions also exists in their student organizations.

We envision that the Clearinghouse would perform the following
functions:

1. Serve as a distributor of relevant information, with
mechanisms developed. to identify and contact potentially
interested groups and individuals eg, student govern-
ment of each health professional school, all ongoing
student health projects, etc.

2. Act as a repository by actively collecting and compil-
ing information which would be of use to those interested
in planning or improving projects eg. funding sources,
interested participants, guidelines and advisory
material, etc.

Outline For Proposed Compedium of Information

An Approach for Student Interdisciplinary Projects - General
A. Goals

1. Interaction of interdisciplinary student groups
2. Bringing professional students together
3. Satisfying definite community and patient needs

4,
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4. Making the community aware of their health needs
5: Providing an educational experience for the student
6. Creating an incentive for alternative practice modes

after graduation
7. Developing a methodology for working together

B. Potential Problems encountered by students administering
projects
1. Legal aspects of student-service oriented projects

engaged in health care-delivery ie. non-licensed
students assuming professional roles

2. Quality control of health care delivery
3. Community reaction to student projects
4. Student apathy on campus
5. Continuity of projects - maintaining student interest

from year to year
6. Planning and initiating projects
7. Obtaining funding for projects

C. Implementation
1. Reorient intra or uniprofessional health projects

into interprofessional projects
2. Incorporate voluntary projects into the curriculum
3. Use students in capacities other than delivery of
t the health service for which they've been trained

eg. counseling, administering
4. Insure actual patient contact as a means of main-

taining student interest
5. Use health crisis and non-health crisis situations as

an impetus for assembling and forming interdisciplinary
teams eg. disaster area and peace rally first aid teams

6. Demonstrate the need for the project by stimulating
and documenting student interest and community demands"

11. List of Different Types of Projects for Compedium
A, Service Projects

3. Community clinics
types: voluntary, non-salary; voluntary, salary;

curriculum.
2. Non-clinic activities

types: health screening ie. pre-natal, well-baby,
Head Start and grade school, camp physicals,
health fairs, geriatic and nursing home projects,
crisis projects and first aid

B. Community Health Education and Recruitment
types: health careers day, drug abuse and V.D. counseling,

American Indian Health project, general health
education activities
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C. Education of the Health Professional
types: exchange of service programs between professional

schools
role of each discipline in treating a patient

with multiple problems
interdisciplinary workshops
interdisciplinary periodicals
clearinghouse
joint curriculum

1
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STUDENT HEALTH MANPOWER CONFERENCE.

WORKSHOP #6 GROUP B HEALTH TEAM-INTERDISCIPLINARY STUDENT PROJECTS

Introduction
The workshop group, consisting of ten health science students

representing different health professions, examined the rationale
behind the health team by asking the fundamental question : Why
should the health professions get together?" The answer which pre-
vailed was that the health team is needed in order to provide the
bes.t possible care for the health and welfare of the patient.
Students then educated one another concerning their professions,
discussing such areas as curriculum, entrance requirements and
caliber of students.

Model Development
Student participants agreed that the goal of their workshop

should be to create a model interdisciplinary student project. Utiliz-
ing the experience of their own meagre beginning, the group dec;ded
that the most important problem, interdisciplinary communication and
education, mist be solved first. As a consequence of this realization
the group investigated several solutions but committed themselves to
one--the creation of local interdisciplinary organizations wherever
possible. The consensus was that such groups would serve the dual
purpose of communication-education as well as pave the way for a host
of interdisciplinary student projects such as Inter-Clinic exchange
programs. Using the successful interdisciplinary project Operation
Venus from the University of Kentucky as a guide,the group .

sought to develop the best methods for creatkng a local interdiscip-
linary organization. The result was the following:

1. Selection of a common goal such as V.D. education or
interdisciplinary student newspaper.

2. Unification of a small nucleus of interested students.
3. Seek moral support from the community and health kofessional

institutions.
4. Seek out any groups or organizations interested in same goal

and unite efforts.
5. Begin with small basic service to create credibility and

good.publiC relations.
6. Recruit volunteers.
7. Avoid too much diversification.

Two basic problems in developing viable interdisciplinary
projects are the following:

1. Obtaining funding
2. Acquisition of volunteers
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Suggested Solutions:

Problem of Volunteers
a. Utilize local media in advertising for volunteers
b Merge with other interested groups

2. Significant factors in obtaining government funds:
a. The project should demonstate a more economical way

of providing health services.
b. The project should demonstrate a new approach to the

.
problem, serving as a model for others (eg. interdiscip-
linary approach)

Essentially a local interdisciplinary organization is founded
on the need for a project; hence it Is a goal within a goal.. From
the structure created by the local interdisciplinary groups, a
strong national organization can evolve. And as a result of this,
the future of interdisciplinary health care will be secure for the
benefit of both the professionals and theirpatients.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #6 GROUP"C HEALTH TEAM -INTERDISCAINARY
STUDENT PROJECTS

Operational definition of Student Interdisciplinary Health Projects (SIHP):
A SIHP should offer health education to the masses and at the

same time allow performance of traditional services offered by ;he
.various specialties. Furthermore, these projects must facilitate
role awareness (inter-intra or up-front awareness) as well as promote
students' awareness of "faculty/establishment" roles as well as
the roles of non-health disciplines that effect health delivery and
SIHPs. In addition SIHPs should set guidelines for future health
care delivery and insure 'It up to date and avant garde methods
are developed for the futt. . takeover of the Health.Delivery System
by students.

Statement of Purpose
We, a group of concerned student health professionals, feel that

an interdisciplinary approach to health care is a superior mode of
delivery of service to the 'people. Moving from this assumption, we
feel that student projects, capitalizing on student idealism will
provide experimental models which maximize utilization of limited
manpower resources; foster interprofessional interaction dissolving
traditional role barriers; and reduce fragmentation of health care
delivery, therefore emphasizing care to the total patient.

This is the direction feel health care should and must move
in order to meet the increasing demands being placed upon the health,
care delivery system. We believe that by exposing health workers
of the future to the alternatives, prior to their entry into the
system as we know it today, their resistance to change will be minimal.
Thus by a slow evolutionary process the total health milieu may be
gradually reuirected.

Goals of Student Projects
In order to an effective student health project, we

feel that the goals for the project.should be: (1) to increase the
student awareness of the role of the other health professionals, (2)
to provide a service to the community involved, and (3) to provide an
adjunct to the student's educational experience. It is'important to
increase the student's awareness of the role of the other health
professions in order to encourage interprofessional interaction and
thus facilitate the team approach to health care delivery. It is
necessary that the project provide a service to the public in order
to utilize the energy, talents, and time of the students invol "ed.
It is desirable that the project be an educational experience for
the student to stimulate his interest in participation.
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Accomplishment of Goals
l Increasing Role Awareness

Recommendation: In order to increase awareness of roles of
other professions, me recommend that the following projects
be initiated:

a. a descriptive non-recruitmen booklet covering all
health professions to be published by the various
student health professions

b, an orientation program utilizing specific techniques
in order to facilitate open interactions within the
group, including sensitivity an encounter- groups,
role playing, and group conferences. Conferences should
be developed according to the following guidelines:
(1) an orientation conference prior to the program,
(2) an intermediate conference and (3) a final evaluation
conference

2. Service to Community

Recommendation: In order to supplement existing healthscare,
unique methods of delivery should be developed. The purposes
of these programs would be to provide primary and preventative
health care patient referral when needed and consumer education.
Suggested methods to achievement of these ends would include
mobile clinics which will reach the consumer in his own
geographic area. Permanent store front establishments would
be necessary where mobile units are impractical.

3. Education

Recommendation: Student projects should constitute an educa-
tional experience for all students participating. This experi-
ence , although divergent from more traditional academic course-
work, will none the less prove to be invaluable to the pro-
ject member. This value will be difficult to assess initially,
but despite this apparent obscurity, real worth is subtly felt
by all preparing this paper. Expansion of role awareness and
broadening the sk_ope of one's educational experience are dif-
ficult to ascertain on an examination but nonetheless valuable
ideals to be pursued.

Suggested Student Interdisciplinary P -nth Projects
One aim of our group was to del' :ate possible Student Inter-

disciplinary Health Projects which be utilized by groups inter-
ested in developing such activities. We developed ideas on projects
in three categories: consumer education, aid to legislative bodies,
and a national clearinghouse for student health manpower.

Consumer Education - The basic aim of consumer education is to bring
the various student health professionals together to provide a
service to the community; i,e., educating consumers to be interested
in their own health problems and motivating them to seek solutions to
their specific problems. Among the projects conLidered as valuable were:
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A. Drug Use
B. Oral Care
C., Medical Economics Advisory Service ( to increase consumer

awareness of insurance and governmental health programs,
such as Blue Shield and Medicare).

D. Problems of the Aged
E. Nutrition
F. Visual Care
G. Preventative Medicine

The composition of the health team would differ from project

to project. For example, in a project on Problems of the Aged, the
primary health personnel could include pharmacy, nursing, optometry,
medical, podiatry, dental, social work, and nutrition studems. As
supporting personnel, physical therapists and audiologists could
be utilized.

An advantage of such educational projects is that student groups
are freed from the necessity of working under the supervision of
licensed personnel since, generally, actual medical procedures would
not be-involved. Students undertaking-such consumer-education
activities should be made aware of well established information
materials and technical expertise necessary for public education
available from such nation-wide groups as Planned Parenthood, the
American Cancer Society and the American Heart Association. This
information could easily be collected and effectL'ely disseminated
through a National Clearinghouse.

Aid to Legislative Bodies Health professional students are an
invaluable resource for law makers when considering legislation
that has bearing on the total health care delivery system; eg. education,
insurance, or research. The legislators on all levels should be
made aware of the abilities students possess to aid them in research .

on pending health bills and testimony before committees. Students
and their organizations should become involved in lobbying for
orderly reform of laws governing health care delivery so that they may
serve as the guidelines necessary for us to practice the type of
health care we.envision for the years ahead.

National Clearinghouse A National Clearinghouse for student
iiiterdisciplinary health projects is proposed. The office would
serve as the hub of activity involving all facets of student in-
volvement in the health professions. It would receive requests for
aid by students in rural areas lacking effective health coverage,
process these requests and act as a dispatch office for students or
their organizations which are ready and able'to respond to such re-
quests for aid. Further, the office would be charged with the total
development of new SIHPs. It would assemble all information
necessary for this development . and communicate with those govern-
mental, student, educator, and post graduate related groups which
would be involved in the actual implementation of a given project.
Realized to its fullest this office would serve as a primary source
for the rapid mobilization of health manpower teams in the event of
natural emergencies such as the recent West Virginia flooding tragedy.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP # 7 GROUP A HEALTH DELIVERY SYSTEMS

We believe that health care is the right of every citizen and
that the act of providing this care is the privilege of every member
of the health team. We submit the following recommendations for
the revision of health delivery systems.

Problem #1 Poor access to service and poor distribution of manpower

Recommendation: Provision should be made for equal and easy
access to all facilities and services at all times when
needed with one equal level of care for all

Problem #2 Inadequa-te portal of entry

Recommendations:
1. Develop a definite source of primary care for all
2. Designate one person of the health care team as

primary contact
3. Centralize patient health records
4. Ensure that there exists continuity of care and follow

up with health patients

Problem #3 Lack of consumer education

Recommendations:
1. Establish self-health education classes (use of mass

media)
2. Incri.e consumer awareness of health needs
3. A processional "health advisor" should be trained

appropriately in the area of consumer edulcation
4. All consumers should have a clear understanding of the

various medical fields and the types of therapy they provide
5. The consumer Should be fully informed about the care he is

receiving

Problem #4 Cost as a barrier to health care

Recommendation: Cost should not be a factor in determining
access to preventative and continuing care

Problem #5 Lack of consumer input into the health planning
processes and continuing care

Recommendations:
1. The consumer must be involved in local, regional and national

health planning
2. The consumer involved in planning should be a representative

of the community who has no conflicts of interest in health
care concerns.
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Problem #6 Lack of total professional input into health planning

Recommendations:
A strategy for local regional and national planning should
be developed

2. All members on the health team should be involved in the
planning processes

Problem #7 Present medical research efforts are disjointed and
focus almost exclusively on biomedical problems

Recommendations:
1. A method for coordinationof research efforts should be

developed
2. Attention should be given to research in health manpower

delivery

Problem #8 Crisis treatment orientation-v.s. preventative medicine

Recommendations:
1. A reimbursement mechanism should be developed to encourage

preventative medicine
2. Prevention should be incorporated as a part of primary

health care

Problem #9 Poor consumer response to the present health care system
(see problem #14)

Recommendations:
1. The patient should be treated in his own social environment

with recognition of his attitudes and life style
2. Minority recruitment into health. professions should be

increased

Problem #10 Professions are free to reject patients on an economic
basis

Recommendations:
7 The patient should have freedom of choice for health services
2. Reimbursement mechanisms should not permit multiple classes

of care or denial of service to the patient

Problem #11 Lack of guarantees to ensure quality of care--lack of
responsibility and accountability

Recommendations:
1. ContiFluing education should be mandatory
2. National standards for relicensure should be related to

expected performance
3. A peer review s/5tem should be developed which is inter-

disciplinary and which involves consumers
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Inadequacies of cart to special groups, including
prisons, nursing homes, mental institutions, migrant
workers, minority groups

Recommendations:
1. Equal care should be administered to all persons
2. No experimentation should be undertaken without the informed

consent and fulliunderstanding of the patient

Problem #13 Lack of interdisciplinary health services, repetition
of services, and a high degree of professional segregation

Recommendations: The following activities should be supported
to encourage interdisciplinary interaction:
1. A core health curriculum for all hefdth professions
2. Joint education and degrees
3. Interdisciplinary health professions journal
4. Interdisciplinary health professions conferences
5. Further development of team approach to health delivery

Problem #14 Inappropriate recruitment practices

Recommendations:
1. Local health needs should be the basis of recruitment
2. Preprofessional training should be supported and improved

Problem #15 Inadequate recruitment and retention programs

.Recommendation :

Economic barriers to health training should be removed

Problem #16 Inadequate study of the health care problem and
inadequate legislation at the national level

Recommendations:
1. Develop a new "Flexner Report" (interdisciplinary)
2. Develop national standards of licensure
3.' Establish comprehensive national health insurance
4. Redefine the health professions and their respective functions

Problem #17 Overeducation of professionals and lack of field
mobility

Recommendation: Greater recognition of all areas of acquired
knowledge is' needed among the various health professions

Problem #18 Inadequate coordination among health care groups
at the national level

Recommendation: A national organizatior should be developed
as an umbrella for the following groups: student health
organizations,professional health organizations, governmental
health authorities,law associations and consumer associations
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Problem #19 Certain health professions are excluded from
legislation on reimbursement

t
Recommendation: National Health Insurance should provide for
comprehensive coverage of professional services

Final Recommendation: A National Interdisciplinary Health
student Organization should be developed to promote the objectives
of this conference. The first priority of this organization should
be to seek national legislation that will meet the needs identified
in this document."
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #7 GROUP B HEALTH DELIVERY SYSTEMS

GENERAL MANDATES:

1. Government intervention into health care delivery systems
is necessary, with input from professionals and consumers, because
health delivery systems have failed to change themselves..

2. Some form of national licensure, based perhaps on pro-
fessional school accreditation, is necessary rather than the in-
efficient system of state licensure which now exists. Considerations
must be given to mandatory continuing education for relicensure.

3. The health care delivery system must be defined by the
consumer.

4. The 9 a.m. - 5 p.m., weekday health care delivery system
which now exists must be abolished in favor of community defined
care.

5. All health care groups must be involved in the delivery of
health care, including medical and non-medical personnel.

6. Student groups must be involved in the formation of health
care legislation. An effort should be made to inform all health
students of pending legislation.

7. 'Schools must begin to teach the interdisciplinary health
team approach to facilitate a total health care delivery system,

8. Open hospital staff privileges for all health care profes-
sionals must be provided, based on accreditation of the professional
School.

9. In addition to health care provisions, the entity of public
health must be recognized as essential to total health care, and
effectively incorporated into the health care delivery system.

10. Protection for the health care provider mustbe established
and maintained through the following mechanisms:

A. Peer review
B. Licensure
C. Continuing education
D. In-House liability
E. No mandatory membership requirements in national organizations

for malpractice insurance allowance

SPECIFIC MANDATES:
Specific health care delivery systems mandates have been ar-

bitrarily divided into these divisions by the workshop:
- -National
--Regional (administrative)
- -Local

NATIONAL
1. Health care should be financed by a broad-based tax.struc-

ture on a sliding scale.



2. Health care costs should be quantified through cost
accounting and detailed budgeting.

3. Categorical financial aid (ie. Medicaid, Medicare,
ADC, etc.) with regard to health care should be eliminated.

4. A national institution should be established to coordinate
health care delivery, with possible use of the existing HEW
structure. This institution should serve to eliminate adminis-
trative overlap.

5. A National Review Board should. ,be established with non-
government appointed consumer representatives. The board should
be established to include representatives of the health care
delivery team and the administering organization.

The primary goal of health care should be prevention-
oriented, incorporating education of the consumer and provider
through mass screening, communications media, etc. to facilitate
goal redirection from crisis-intervention medicine to preventive
medicine.

6. The consumer should' be educated to proper utilization
of the total health care system.

REGIONAL
I. The orientation of the regional health care delivery system

should be purely administrative in nature, serving as an inter-
mediary between the national government and the community or local level.

LOCAL
Definition: the local health care delivery system refers to

the actual health care delivery from office, health center, community,
and referral area.

1. The dignity of the consumer and the provider must be )

maintained throughout delivery of health care by establishing one
primary provider (practitioner) for each patient, thus avoiding
fragmented health care.

2. An equitable, accessible, and readily available system of
delivery must be provided. The system should include the following
elements: ---.......

a.Rapid delivery of services
b.Removal of transportation barriers
c.Development and effective use of a referral system
d.Establishment of centralized interdisciplinary health care
c.Adequate.emergency care service with trained emergency care

personnel
3. The definition and control of local health care service

should be in the hands of the consumer.
4. Quality care should be insured through the following

mechanisms: ('l) effective peer review, (2) review boards, (3) con-
tinuing education. .

5. Extended care facilities and home health care services should
be developed 4n addition to acute care and out patient services.

6. Comprehensive mental health facilities should be included
in health care delivery systems.

STATEMENT: Implicit in the above mandates/proposals is the under-
standing that the health professional will be required to relinquish
certain freedoms in order to provide total comprehensive health care
to the people.



-137-

STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP # 8 GROUP A HEALTH PROFESSION MOBILITY

Introduction

The workshop group concerned with mobility discussed many of
the barriers to and mechanisms for advancement within the health
careers system and concluded this discussion with the following
suggestions, recommendations, and mandates that express student
concern and suggestions for ways to facilitate mobility.

Recommendations:
I. Course credit transfer, on the basis of a pass-fail system or

a letter stating completion should be established among health
professions for comparable curriculum material. This facilitates
mobility by eliminating unnecessary duplicationwhen moving from
one health career to another or within one health career.

II. Health education should be revised to indlude the following:

1. Incorporation of all health professions under one roof.
(The idea of the university health science center should
be a high priority consideration.)

2. Establishment of a core curriculum especially in the basic
sciences and also in the clinical years.

3. Greater emphasis upon curricular reforms, including a
greater integration of clinical and abstract didactic materials
and a shortening of the length of professional education.

4. Establishment of regional health centers in areas where
medical care is inadequate.

Health science schools should seriously consider the recom-
mendations made by the Carnegie Commission on Higher Education.

III. Since education credit hours do not always reflect ability,.
equitable challenge examinations, written, oral, and practical,
should be established. This would give recognition to skills
and knowledge gained in both formal and informal educational
experiences and would maximize ut'lization of health manpower
in the shortest possible time.

IV. Education of existing high school and college counselors is
imperative to increase awareness of the diverse opportunities in
the health professions and allied health careers. Special em-
phasis should be given_to the potential for vertical, hori-
zontal, and diagonal mobility. Further, it is essential to
develop training programs for pre-health advisors to function
at both high school and college levels where this service is
currently unavailable.
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V. Admission policies and practices should be re-evaluated and
revamped to facilitate mobility for health personnel in their
respective careers.
It is the consensus of this committee that too much emphasis
is placed on grades and formal education without regard to
experience, skill or knowledge acquired outside the systems
of institutional education.

VI. The present licensure system should be made more flexible.
In order to facilitate mobility, implementation of the following
proposals is recommended:
1. Re-emphasize that specific educational programs should not

be a pre-requisite for licensure.
2. Establish proficiency examinations to demonstrate already

existing skills and abilities.
3. Eliminate state boards as a requirement for licensure of

graduates of accredited schools.

VII. We recommend that a new student health professional organization
be created. This national body would be guided by local and
regional branches. Functions of such an organization should
include increasing health professional mobility and improving
counselling and recruitment services. Licensed professional
people and allied health personnel may participate in the
organization but policy-making powers should remain in the
hands of students.

.../..Il
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #9 GROUP A TECHNOLOGY

PRIMARY STATEMENT:

The goal in improving health manpower efficiency can best
be achieved by applying technological advances at the primary
health care level with emphasis on the recipient and/or consumer
not t e provider. This primary care must be preventative as
well as curative.

CRITERIA:

These technological advances and applications should create
these elements of health care:

1. Availabilityboth facilities and personnel should exist
for-every recipient and/or consumer.

2. Accessability--if facilities and personnel exist the recipient
and/or consumer must be able to gain entrance to them.

3. Acceptability - -even if facilities and personnel are available
and access' le to provide health care, the recipient and/or
consumer must be a willing participant.

4. Continuity--even if the above three elements are present, the
TeaTFE care delivery cannot be episodic but must be main-
tained.

RECOMMENDATIONS:

I. Availability of Technology for Primary Health Care
1. Technology and instrumentation utilization should be

increased to help offset the shortage of manpower for
health care delivery. (e.g. increase the use of computers
for patient screening)

2. Provide new types of health care delivery systems. (e.g.
mobile automated roving clinics)

3. Improve the teckqical training of technicians to include
preventatiye, as well as 6iagnostic and curative techniques.

4. Increase research in Biotechnology.

H. Accessability of Technology for Primary Health Care
1. Remove prejudicial barriers allowing entrance to health care

services.
2. Remove financial barriers, eg, through national health insuranc
3. Use computers to maintain health monitoring for more people

at lower cost.
4. Use good management to avoid duplication of services and

facilities.
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Acceptability of Technology for Primary Health Care
1. The consumer should be educated as to the advantages of

technology derived health care versus the use of more highly
trained professional personnel.

2. The dehumanizing qualities'of automated health care should
be minimized.

3. The different responses of separate socio-economic classes
to automated health care delivery should be noted and
appropriate. re-education undertaken.

4. All the medical and allied medical professions should be
utilize in communicating to the health care consumer the
idea of automated health care delivery.

IV. Continuity of Care Under a Technology Derived Health Care System
1. Long term contact and rapport should be established with

the recipient-consumer,
2. An equilibrium should be established between short range

and long range goals.
3. Utilization of technology for prevention should be established.

(e.g. use of computers to detect small changes over
extended periods of time )

4. Increase the inter-professional communication of new tech-
nological knowledge.

Position on the Development of Technology in Relation to Genetics:

A. Majority (5) As long as there can be no assurance against
possible misuse either by government or others, the development
of technology necessary for genetic manipulation (ie. the mod-
ificationof the human genotype, in vivo) should be strictly
regulated (e.g. through grant restrictions) toward the end of
forestalling the development of genetic engineering techniques
which man is not yet morally equipped t- command.

Minority (4) The government at this time, should not in
any way restrict scientific research.

B. Majority (6) As long as there can be no assurance against
misuse, the power to enforce genetic selection within the
human population should be denied to the government. The
in,,Ividual must retain all rights of selection.

Minority (3) It is not possible at this time to make a
decision on the government's role in genetic selection within
the human population.

C. Unanimous However, in order to minimize individual suffering,
all possible effort should be put into development of genetic
counseling and genetic treatment. (i.e. the elimination of the
symptoms of a genetic disease.)
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Unanimous Mandate

Whenever possible, the use of auxiliary personnel is preferable
to the use of computers, e.g. the use of professional assistants
instead of computers in taking medical histories. This is necessary
to retard the continuing depersonalization of health care delivery.
People should be used especially if their services are more efficient
and economical. However, this should not be considered a mandate
to increase Lhe number of health roles without bounds. The number
of people the patient comes in contact with should be minimized
again to maintain personal health care services. Auxiliary personnel
should be trained to, do as many different but related tasks as
possible.
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STUDENT HEALTH MANPOWER CONFERENCE

'WORKSHOP #10 GROUP A HEALTH PROFESSIONS EDUCATION

We the people of the allied health professions-- dentistry,
mealcine, nursing, optometry, osteopathy, pharmacy, podiatry,
public health, and veterinary meditinemake the following mandates:

It is mandatory that:

1. A national health organization be established and funded to
improve health services to the American people by re-or9aniza-
tion of education processes, both theoretical and practical.

II. The student health organizations unite in a common front to
exert political pressure in order to ensure that adequate.health
care is available to all people. This is a priority to pro-
gram change into the educational process.

III. A similar conference be sponsored in the future in order to
allow more students of. the allied health professions to reconvene
and to stimulate new ideas to bring about change in the health
educational process.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #10 GROUP B HEALTH PROFESSIONS EDUCATION

The workshop on Health Professions Education of the 1972 Student
Health Manpower Conference would like to propose eight mandates deal-
ing with health professional education.

We feel that adequate student funding is unavailable to health
professional students. The inadequacy of funds is due to
various factors. These include:
1. Basic lack of funding from government and private sources
2. Governmental cutbacks of previously available funds
3. Lack of uniformity in distribution and availability of funds
4. Placement of submaximal ceilings on loan amounts
5. Parental success hindering independent students' opportunities

for financial aid
6. Financial counselors unaware of all available resources
7. Individual funding unrealistic in relation to need

Proposed solutions to above problems include:
- - Student participation in dissemination of funds
- - Student involvement in lobbying for increased government suppor,
- - Joint student-faculty committees to determine financial needs

II. The workshop feels a need for a National Interdisciplinary
Organization which would facilitate intercommunication among
health professional students. Objectives of this organization
should include:
1. Increased appreciation of roles of allied health professions
2. Correlation of lobbying activites
3. Development of core curriculum for all related health

fields to prevent duplication of services, facilities, etc.

III. Because the need exists for cooperation of faculty in facilitating
curriculum change we feel that the health professional student
could gain this cooperation through the following mechanisms:
1. 'Increased socialization between faculty and students
2. Involvement of interdisciplinary faculty in teaching role
3. Interdisciplinary student exchange and externship programs
4. Formation of speakers bureaus
5. Involvement of faculty in student planning at the grass

roots levvl

IV. The workshop feels that more emphasis should be placed on teach-
ing methods and abilities of health profession instructors. Some
problems with the current system include:
1. Learning in spite of inadequate teaching ability makes the

student's role more difficult
2. Too much emphasis is placed or research and not enough

on the teaching role.
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3. No formal educational training
4. Misuse of available personnel

Proposed solutions to the above problems might include:
- - Increased use of student teaching ass'stants
-- Valid student evaluation of faculties
-- Faculty recognition of student evaluations
- - Abolition of tenure to be replaced by renewable contracts
- - Requirement of periods spent in field work and continuing

education
-- Use of experts in the field of education for ir.service

evaluation and training

V. Lack of counseling is a basic deficiency in health professions
education. Many counselors are lacking Ln a codiplete under-
standing of the total health science picture. In the area of
minority counseling there is a lack of uniformity in counseling
practices and an insufficient number of counseling personnel. To
better utilize existing counselors, health professions should
provide any needed information, and attempts should be made to
involve students in counseling. Their activities should in-
clude inter and intra-disciplinary activities.

VI. The workshop in education proposes that all professional health
eare schools should maintain only pass-fail or a similar system
of permanent records. By eliminating grade competition we may
instill a better professional attitude toward fellow practitioners.
Class rank has little correlation with the health professionals'
effectiveness. The object of evaluating a student is to ensure
that the student has reached an adequate competency level; there
is no value in providing a gradient betv,,en students. The term
"grading system" should be dropped and "competency levels" should
replace it.

VII. Preventive medidThe is rapidly becoming an important concept in
total health care. We feel that courses related to this should
be incorporated into the curricula and that government support
be solicited.

ill .Continuing education should be required for all health profes-
sionals after graduation.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #11 GROUP A QUALITY OF CARE

Goal: Maintenance of Quality Health Care

Recommendation: Many types of checks and balances should be
built into the health care system tn order to maintain high
quality of care, including such controls as (1) continuing
education, (2) review boards and relicensure and (3) health
team approach

Primary Statement: The interdisciplinary health team serves as
a viable check and balance system ensuring quality care and
in addition constitutes the most economical and effective mode
of health care delivery.

The interdisciplinary health team incorporates the following
control mechanisms:

1. Interprofessional consultation resulting in interdisciplinary
interaction and accountability. Definite areas of respon-
sibility must be designated for the various health professionals
working together as a bealth delivery unit. Individual
health professionals will be held accountable for the
professional services rendered by the other members of the
health delivery unit.

2. Preceptorships which provide mutual learning experiences
to health professionals and students.

3. Consumer input into and participation in the system
4. Motivation and/or profit incentive:

a. Monetary--private facilities
b. Service gratification
c. Self-help and community ownership

MODEL DEVELOPMENT - Interdisciplinary Health Team

The group developed four team models,some based on theory, others
based on actual projects, and examined them in terms of their quality
controls and feasibility fr,r funding.

The models which follow are four examples of health delivery units
involving various interdisciplinary teams modified to meet local con-
ditions. Financial support for these units varies with the specific
areas. The model is designed to provide the most efficient and the most
economical form of health care to the respective populations.
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MODEL #1 URBAN-OUTPATIENT CARE

I. Services Provided
A. Minimal Clini.dal Services

1. Family practitioner 6. OB-GYN
2. Psychiatrist 7. Dentistry
3. Internal medicine 8. Pharmacy
4. Pediatrics 9. Minor diagnostic lab
5. Optometry 10. Clinical record maintenance

9. Referral Services (medical records should be returned to
the center after treatment)
1. Crisis care
2. Clinical care
3. Geriatrics

II. Funding Sources
A. Third party payment
B. Private individuals

III. Care and Counsel
A. Patient is assigned to a nurse liaison

1. Follows patient through center
2. Provides explanation of services

B. Counsel
1. Patient is assigned case worker for follow-up care

An existing urban-out-patient care model is Laborers Voluntary
Health Institute in St..Louis.

MODEL #2 MOBILE HEALTH UNIT

Target: Rural area
Goal: Quality comprehensive health care to rural citizens

I. Services:
1. Multiphasic diagnostic screening, ie., minimal x-ray; hearing

and vision; blood and urine testing, etc.
2. Referrals to area practitioners, local medical facilities,

medical center complex
3. Expectant parents classes
4. Diabetic teaching
5. Well-baby clinics
6. Immunization programs
7. Consumer-planned health programs
8. Clinical records
9. Educational programs to area health workers

II. Staffing:
1. Full-time driver/lab technician or driver/medical records

secretary
2. Public health nurses
3. Students and their instructors from all health disciplines
4. Area volunteers
5. Area health officer or general practitioners



III. Funding Sources:
1.. Department of Health,Education and Welfare: pay for imple-

mentation of Mobile Health Unit
2. Local funds: operating expenses
3. Schools using Mobile Health Unit for educational facility_

provide instructors' salary.

IV. Quality Controls:
1. Consumer involvement in planning, implementation, evaluation
2. Interdisciplinary action and quality review
3. Service-oriented(non-profit)
4. Student exposure to rural health problems
5. Preceptorships

MODEL #3 WILDERNESS MOBILE UNIT

Goal: Health care delivery to Eastern Washington state, predominantly
Caucasian and Indian populations, including reservations;
specifically, an outreach model designed to fulfill community
needs.

I. Services provided:
1. Education of consumers: health habits, preventive medicine,

immunization programs
2.. Retraining of local health paraprofessionals for:

a. Feedback and communication between consumer and deliverer
in health care system

b. Continuing and interim care
c. Coordination of periodic clinics

3. Periodic clinics from various disciplines i.e. dentistry,
optometry, surgery, counselling, psychiatry, pediatrics, OB,Gyn,
home nursing, occupational,therapy, physical therapy, pharmacy,et:.

4. Acute care, particularly in response to consumer or local
paraprofessional input

5. X-ray, minor laboratory, examining facilities in the mobile
unit, staffed by physician, physician assistant, health team

6. Diagnostic and referral privileges at local medical facilities
in Seattle and Spokane where it is possible to utilize the
resources of interdisciplinary health teams

7. Communication center for coordination among community health
paraprofessionals, mobile unit, and local medical center, etc.

II. Funding Source:
Public Health Service, local donations

III. Quality Controls:
1. Consumer education
2. Local health paraprofessionals providing

consumer input
3. Interdisciplinary consultation and review

...r. a ,... no*" .
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i research units and other health facilities
5. Computer consultant systems to other research centers

throughout the U.S.

H. Funding Sources
A. Local
B. State
C. Regional Medical Program - Comprehensive Health Planning
D. Department of Health, Education and Welfare

I

III. Quality Controls
A. Interdisciplinary executive boards
B. Daily patient health record reviews in each facility

i

1
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Mobile units delivering health care, podiatry, and dentistry
services currently exist as Public Health Service projects and
University- affiliated units involving student preceptorships. There
are several private foundations in Washington State reviewing pro-
posals for health care delivery systems. Many counties in Eastern
Washington are advertising need for locai medical care.

Definition of Terms:
1) Paraprofessional - individual within the specific community

within Eastern Washington who serves as outlined in services
item 1-2. This may be an individual who is already trained
in some aspect of health professions and would require
minimal retraining (some such people do live in the area
now) or someone who has had no previous training but is
willing to undergo some form of training and could then
function at a level commensurate with the training.

2) Health team - members from the interdisciplinary force
needed for the particular clinic who can serve the needs
of the community at the time of the visit.

MODEL #4 NEIGHBORHOOD/RURAL CLINIC

I. Clinic Structure and Services
A. Major operating facility

1. Ambulatory out-patient clinic
B. Satellite operating facilities

1. Rehabilitation center
2. Acute care facility
3. Custodial care facility
4. Minimal care facilities
5. Mobile urban/rural unit

C. Input facilities
1. Consultants, including the follow-inr health personnel:

psychiatrist, neuro surgeon, orthopedic surgeon,
podiatrist, cardiologist, veterinarian, public health
worker

2. Medical centers
3. Telephone lecture systems to outlying areas
4. Telephone computer systems to hospitals, medical centers,
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C. Weekly morbidity-mortality
D. J.C.A. required committier

I. Transfusion
2. Tissue
3. Infection
4. Therapeutic agents committee

E. Sponsorship of inservice programs
F. Sponsorship of continuing education with required partici-

pation--(points/credit hours)
G. Funding for meeting attendance
H. Inspection and review by health workers with feedback
I. Intern-extern programs

IV. Population Served
A. Neighborhood catchment area
B. County catchment area
C. State catchment area
D. City catchment area

V. Programs already proposed or implemented
A. Health Maintenance Organization plan
B. State mental facilities
C. Visting Nurses Associations
D. RegionaldMedical Program-Comprehensive Health Planning
E. Public Health facilities

Summary: This model represents a multiphasic interdisciplinary,
open ended operation for total health care provided by salaried/con-
tracted personnel through federal, state, or local funding. It is

also applicable to group practice or Health Maintenance Organization-
Comprehensive Health Planning programs which can be fee-for-service
or pre-paid.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP fill GROUP B QUALITY OF CARE

Recommendations:

A health care congress should be established with representa-
tives of all health oriented professions.
Functions of the health care congress:
1. National level: --clearinghouse for health related -,serials

--coordination of national health poi cies
--influence legislation

2. State level: --coordinate state health policies
--establish and administer state programs

and projects
3. Local level: --implement all projects

--initiate peer review and sensitization

Health education content in school curricula should be increased.

National health insurance should be further researched
and supported.

IV. Legislation should be proposed which requires health pro-
fessionals to show evidence of continu ng medical education.

V. Associations that have existing interdisciplinary projects
should be encouraged to broaden their present scope to include
all health professions. All health professions regardless of
scope of practice or recognition have a right to be heard
and recognized.

VI Hospitals should be re-evaluated to serve as more completely
staffed-health facilities, to include such health personnel
as podiatrists, optometrists, doctors of osteopathy, etc.
In particular, the following areas of hospital administration
need to be examined:
1. Inter-hospital communications and utilization of all

health services
2. ControlS which are placed upon the various health professions
3. Discrimination in hospital privileges for the various

health professions

VII, The roles of the different health professions should be re-
defined. Efforts to evaluate present limits on the-scope and
practice of the health professions should be undertaken at
the national level.



STATEMENT OF THE CAUCUS
of the

THIRD WORLD* HEALTH PROFESSIONALS
Presented at the

STUDENT HEALTH MANPOWER CONFERENCE

This caucus believes that indeed there does exist a health man-
power crisis. However, contrary to widely held opinion this crisis
exists not for most non "minority" persons, but it exists as a daily
fact of life for third world persons in the United States. Supportive
data for this statement is manifest by the fact that only 20% of the
problems related to health manpower are to be encountered in rural
white communities, while the remaining 80% are evidenCed in the barrios,
the ghettos and on the reservations.

This student health manpower conference has chosen to ignore the
real 80% of the manpower problem, relegating consideratio71-6rthese
problems as a sub-topic under only one discussion group. By this
relegation, the planning committee TOT- this conference has demonstrated
its insensitivity and racial bias with regard to these issues.
This insensitivity is futher manifest in the mediocre attempts made
by the planning group to solicit and involve minority input into the
planning and actual participation in the conference.

We deplore the systematic exclusion by the planning committee of
Asian, Black, Boricua, Native"American and Chicano students from
real participation in the Student Health Manpower Conference.

At the same time we recognize ,:lat this exclusion occurred because
white people cannot recognize their own blatant and overt Pavlovian
racism and oppressive methods.

The problems delineated above are but also manifestations of the
much greater manipulations perpetrated on minority health professional
student organizations. These manipulations being evident in the
fact that the Bureau of Health Manpower knowingly funded this conference
with its above racist exclusions, and has attempted to justify this
by manipulating their consideration.of the request for annual con-
ference funding by one ethnic minority student health organization-the
Student National Medical Association, and attempting to make this
conference into one which perforce involvesall minority student health
organizations.

We deplore the fact that the Bureau of Health Manpower Education
and the Health Services Mental Health Administration has allowed and
perpetuated consistent manipulation of minority people in the health
professions by institutions and organizations receiving federal funds.
We expect the new Office of Health Manpower Opportunity to.lead the
Bureau in making decisions affecting minority people.

*Third World - Men and Women who are Asian, Black, Boricua, Chicano
and Native American



We will no longer accept this racism, this oppression, this
paternalism, this control-all of which lead directly to continuation
of no or poor health care delivery in our communities.

White people who think they are liberal CANNOT solve the health
problems of minority people. They cannot solve the problems of minor-
ity health science students. Minorities alone, when they gain
control of their own communities, and resources, can solve their
problems. We will gain control and we will solve o- own problems.

The inclusion of non-third world persons in o r efforts is
purely on an ancillary basis; to aid us in the achiement of our
goals as defined Jay us and to assist these non-third orld persons
to eradicate the racism which is their natural state.

It is to the fulfillment of these ends that this caucus of third
world people' gathered at this meeting. While sharing the common
bonds of oppression, this group of Asian, Black, Boricua, Chicano and
Native Amgrican health science students, together with young pro-
fessional resource persons from these groups, resisted all internal
and external derisive methods of manipulation and achieved solidarity.
For the first time, we as third world health professionals closed
ranks and determined that the time has indeed come for a unified
attack against our common oppressor and by so doing begin to direct
and rebuild our health care system for our people.

Our resolve is stated in the recommendations which follow:

1. That these recommendations be included as a separate section in
the proceedings of this conference. To ensure that these
recommendations be included without alteration, that provisions
be made by the planning committee to have representatives of
the minority caucus be present at all deliberations relative
to the proceedings.

In order to ensure rapid action on these recommendations, this
caucus has assumed the responsiblity for distributing this
statervnt in advance of the conference proceedings directly
to thefollowing individuals and organizations.

a. Dr. Kenneth Endicott, Director, Bureau of Health Manpower, NIH
b. Dr. Vernon Wi;son, Administrator, H.S.M.H.A.
c. Mr. Stanley Thomas, Deputy Assistant Secretary for Student

and Youth Affairs, Department of Health, Education and Welfare

2. That this caucus strongly recommend to the Bureau of Health
Manpower fhi:TEey desist from attempts of manipulating funding
requests madeby minority student health organizations. That
these requests be considered only for the scope of work as de-
fined by the requesting organilation - e.g. request to fund an
annual education conference, remain as such.

1Representativesfrom the Office of Health Manpower Opportunity; National
Chicano Health Organization; Urban Coalition Health Manpower Program;
National Medical Association - Project 75 and the National Boricua
Health Organization.



3. That representatives of this minority caucus be defined as a
planning committee for a third world health manpower conference.
That this planning committee be provided with funding (through
the grants to be made by the Bureau of Health Manpower) to
attend and meet at the planned Student National Medical Associa-
tion annual conference in two weeks, to discuss plans for im-
plementation of the recommendations of this caucus and to
discuss organizational plans for this conference, and the
preparation of a grant proposal to be presented to the Bureau
of Health Manpower for funding.

Preliminary work for such a conference has begun at this Student
Health Manpower Conference. Contact has been established with the
Bureau of Health Manpower officials; the SNMA has agreed to consider
to include in the scope of work of its annual conference provisions
for a meeting of the planning committee; tentative program ideas
have been formulated for a potential July conference. i
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STUDENT HEALTH MANPOWER CONFERENCE

WOMEN'S CAUCUS, SUNDAY

Minority Group Consensus

The Women's Caucus at the conference calls to the attention
of all participants that this was in fact a health MANpower
conference. Inherent in this was the fact that the conference
failed to address itself to ALL substantive issues relating to
women in health, as consumers, health students, and health prac-
titioners. Women continue to be victimized by the present systems

of education and health care delivery.. Further, at this conference,
no due consideration was given to the vital need of increasing
recruitment of women. of ALL ethnic groups, minority and majority,
into those health professions now deficient of adequate female
participation. It is IMPERATIVE that future health conferences
address themselves to ALL HUMAN needs.


